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THE COUNTY MEDICAL PUBLIC 
RELATIONS MANUAL * 
LEO E. BROWN + 
CHICAGO, ILLINOIS 
This is television station AMA-PR com- 
ing to you this morning from the Ball Room 
of the Roosevelt Hotel, in New Orleans, by 
popular demand—a re-broadcast of a por- 
tion of the Public Relations Conference pre- 
sented at the AMA Clinical meeting in 
Miami, Florida. 


The title of this presentation is Medi- 
cine in the Public Eye, taken from the 
AMA’s new publication, The County Medi- 


cal Public Relations Manual. Physicians 
and their medical societies are constantly 
in the “public eye.” This is desirable 
only if what they see results in favorable 
public attitudes. 

For every medical PR chairman who 
has ever wished for a way to open the 
door to a warmer reception by the com- 
munity—to be favorably reflected in the 
“public eye’—we present to you The 
County Medical Public Relations Manual. 

Designed expressly to show county so- 
cieties how to put their best PR foot 
forward—it is the result of years of re- 
search into successful PR programs across 
the nation. This manual is not theory— 
it contains practical public relations in- 
formation, explains how to organize for 
PR action, and outlines dozens of projects 

* Presented at the Seventy-fifth Annual Meet- 
ing of the Louisiana State Medical Society, New 
Orleans, May 3, 1955. 

+ Director of Public Relations, American Medi- 
cal Association. 


which medical societies can conduct to 
win added respect and renewed confidence 
of the American people. 

I want to discuss this PR bible with 
you in terms of its contents and how it 
may be used by you as PR disciples in 
encouraging the medical profession “to 
preach what they practice’—thus gaining 
salvation in the “public eye.” In this 
manual we have distilled many success 
stories into a step-by-step year ’round 
plan of PR action for your county medical 
society. It may be considered as a com- 
plete PR primer—but it is more than that 
—it is a medical PR encyclopedia. 

For those county societies which are 
just getting started, it outlines how to 
organize for action. It discusses the selec- 
tion of PR committee chairmen, tenure of 
office, sub-committees, as well as policy 
and lines of authority. 

This is the manual that state medical 
societies and county PR chairmen have 
yearned for. It not only reports what 
other societies have done, it tells what 
can and should be done—but even more 
important—how to do it. 

The manual consists of what we call 
“The Basic Eight” — eight activities of 
medicine which are in the “public eye,” 
which—if activated—will do much to place 
medicine properly focused in the “public 
eye.” 

The basic eight program consists of 
emergency call systems, mediation com- 
mittees, press relations, speakers bureaus, 
membership indoctrination, guarantees of 
medical care, public service projects and 
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citizenship projects. 

Perhaps some of you think, “So what? 
There’s nothing new about these basic 
eight programs. We’ve all heard about 
them before.” But so have we heard of 
the ten commandments and still it is 
necessary for us to be constantly reminded 
of their significance if we are to main- 
tain both public and self respect. 

EMERGENCY CALL SYSTEMS 

First, let’s discuss emergency call sys- 
tems. In the public mind, when emergency 
strikes, the first questions asked by a dis- 
traught and frequently frightened indi- 
vidual are who, where, how and when can 
I get a doctor. No, there is nothing new 
about this project, except that there are 
still many communities without such ser- 
vice and others whose programs need 
“transfusions.” 

If the suggestions and recommendations 
on emergency call services contained in 
the manual are carefully executed, medi- 
cine will be seen in the “public eye.” 

MEDIATION COMMITTEES 

Dissatisfaction with a doctor’s services, 
his fees or some other aspect of medical 
care causes complaints which undermine 
the confidence of the public in our medi- 
cal care system. Even though many of 
these complaints are unjustified or stem 
from misunderstandings, their existence 
creates a serious medical public relations 
problem. 

You’ll find that mediation committees 
are an integral part of any medical PR 
program, consequently the second division 
in the manual is devoted to its function. 

Sure, I know many of your societies 
have established mediation committees— 
but how well do they function? Do people 
know about this service? Is it simply a 
“kangaroo court”, a “whitewash”, and are 
the complaints handled promptly and judi- 
ciously ? 

Several months ago, Look published the 
article entitled “Are Your Doctor Bills 
Padded?” Letters to the editor over- 
whelmingly supported the writer, several 
of which had this to say: 

“After filing my complaint with the 
county society, I endeavored by letter and 
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telephone calls to secure an answer. A 
the end of sixteen full months the physi 
cian filed suit for the balance of the $8( 
which he claimed was due him. Eventu 
ally, the matter was handled in court... 
courts do not attempt to judge the man 
ner in which a doctor handles a case, anc 
the account was held payable. A com- 
plaint was filed with the state medica! 
society judicial council against the county) 
society for failure to act during the six- 
teen months. The state council... con- 
tacted the physician against whom the 
complaint was originally filed and then 
did not even have the courtesy to advise 
that, based on the physicians statement, 
they were closing the case.” 

Another writer had this to say: 

“The AMA says, ‘talk over your bills 
with your doctor and if you still feel he 
has overcharged, talk it over with your 
local mediation board.’ I did just that. A 
board of disinterested doctors considered 
the case of a patient vs. a brother doctor. 
Five months later, this eminent board 
reached the following decision: ‘Since the 
fee was prearranged, you are obliged to 
pay it.’ When you are afraid of cancer 
and of dying, you do not haggle over a 
esas 

The mere existence of mediation com- 
mittees generates a PR problem. Yet, they 
can be entered on the “credit side of the 
ledger” if operated efficiently and con- 
scientiously. 

While we realize that some irritations 
may never be brought to the attention of 
the mediation committee these accumula- 
tive annoyances do tend to create a nega- 
tive attitude toward the profession. 

How county and state society mediation 
committees function, committee member- 
ship, authority, hearings, appeals and the 
value of publicizing this service to the 
public are discussed in this new PR man- 
ual for county medical societies. 


PRESS RELATIONS 
“Why People Don’t Like Doctors”... 
was the headline of Dorothy Thompson’s 
column several months ago. Taking off on 
the comments made by a doctor, in what 
was supposed to be a closed meeting of a 
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state society, Miss Thompson proceeded to 
vehemently denounce certain medical prac- 
tices which she had not experienced with 
her own doctor but which she had heard 
about from other people. 


I mention this only to emphasize the 
importance of the next section of our 
manual—press relations. 

Newspapers, radio, and TV stations are 
featuring medical science news more than 
ever before because of increased public 
interest. Whether or not these stories are 
accurate and friendly to medicine depends 
to a large extent upon the kind of rela- 
tions which physicians and their local 
medical societies maintain with the press. 
We frequently hear complaints from doc- 
tors that newspapers feature inaccurate 
reporting of medical stories, that they 
“sensationalize” medical reports, and that 
they often jump the gun on premature 
medical findings. Even worse, they gen- 
eralize on unethical practice reports and 
incriminate, unjustifiably, all physicians 
and the medical profession. 

Some may think that a bad press does 
not reflect individually on each doctor, 
and good or bad press relations are incon- 
sequential as long as he, himself, is above 
reproach. Let me assure you, however, 
that there is a difference. 

How to develop good press relations, 
medical press codes, the press and the 
principles of medical ethics, utilizing pub- 
lic information channels, are just some of 
the topics discussed under the heading of 
press relations in the manual. 

To change this picture of damaging 
headline and stories to more favorable 
ones it is important that we develop a 
close liaison with the public press—thus, 
as the eyes of the American people scan 
the daily press, the true dedication of 
medicine will be revealed in the “public 
eye.” 





SPEAKERS BUREAUS 

As public interest in medical subjects 
grows, the need for authentic health in- 
formation, presented in simple, under- 
standable terms, becomes increasingly ap- 
parent. The typical family desires the 
answers to questions on fees, epidemics, 
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health problems, and medical careers. The 
medical profession has the responsibility 
of answering these questions, as discussed 
in the next section of our manual—speak- 
ers bureaus. 

Organization, promotion, and mainte- 
nance are among the “gems of wisdom” 
contained in the county society manual. 
Although it is impossible to guarantee as 
penetrating an impression through speak- 
ers bureaus as may be experienced in 
other activities, the doctors who contribute 
their time and speaking talents to bring 
much wanted information to the public 
are bound to make a favorable impression. 

MEMBERSHIP INDOCTRINATION 

No public relations program can be suc- 

cessful unless it has the cooperation of 


the entire medical society membership. 
Herein lies one of medicine’s greatest 
weaknesses. Too often members are in- 


active, do not attend meetings and are 
uninformed about society activities. Lack 
of unity within a society leads to disin- 
terest and the disintegration of its pro- 
gram. 

Ofttimes when a new member is taken 
into the county medical society, he stands 
alone with little guidance or cooperation 
from the other members. He feels like a 
lost “sheep,” friendless and forgotten. 
With less than half of our medical PR 
team playing, every effort should be ex- 
erted toward the proper indoctrination of 
new members. Our manual devotes a com- 
plete section to indoctrination of society 
members. 

A strong society is a society in which 
each member participates with enthusiasm 
because he is aware of the benefits of or- 
ganized medicine. We need every member 
on the team participating. 

Indeed, as a society member, each phy- 
sician should stand united with his col- 
leagues, to promote the science and art of 
medicine and the betterment of public 
health. 

PUBLIC SERVICE PROJECTS 

Several months ago, a hurried-up call 
from an eastern city informed me that 
they were up to their necks on a heart- 
throb case and had just learned that an 
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appeal was to be made on “Strike it Rich” 
that evening. After getting the facts of 
the case—which involved doctors in cities 
1200 miles apart—I called Walt Framer, 
the producer of the show. He read to me 
a letter from the mayor of the city in- 
volved, who had requested that the mother 
be permitted to make her TV appeal for 
funds to cover the cost of the $1500 oper- 
ation. After explaining the facts of the 
case—that the operating surgeons’ bill 
had been quoted at $200 and the four-man 
surgical team had never received more 
than $450 for the delicate operation, fur- 
thermore, that the local newspaper had 
already raised $3500, a figure which was 
later reported to be in excess of $10,000— 
the scheduled TV appearance was prompt- 
ly cancelled. 

Nevertheless, the column inches in the 
local press continued to mount, leaving the 
readers with the impression that little 
Marjorie’s right to health and happiness 
was being denied by the lack of money. 

That, of course, is a grossly erroneous 
picture in the “public eye”. We agree that 
medical service should be made available 
to all—as was offered in the case I men- 
tioned—but where no formal program is 
in effect we find the medical profession 
on “the short end of the stick.” 

We have outlined the plans for provid- 
ing the services of a physician to all de- 
serving people who need it, under the title 
providing medical care for all regardless 
of ability to pay. The medical profession 
is not expected to assume the responsi- 
bilities of hospitalization and expensive 
drugs, but in addition to their services, 
they should provide guidance as to other 
community sources available. While formal 
programs of this type have had some op- 
position from within the profession, it 
cannot be denied that where they have 
been developed, the public relations im- 
pact has been terrific. 


PUBLIC SERVICE 
Over the years, the demands of medical 
practice have increased: Physicians have 
relinquished their leadership in many com- 
munity activities—activities in which their 
medical knowledge and guidance is highly 
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important. Physicians are medical men, 
but they are obligated to shoulder their 
share of community responsibilities. An 
active interest in community service proj- 
ects is another public relations activity 
that can influence the picture of the medi- 
cal profession in the “public eye.” 

Physicians, within their county medical 
society, should not rest content with the 
solution of their own internal professional 
problems. As a member of the community, 
he is expected to exert his leadership in 
making his community not only a health- 
ier but also a happier place in which to 
live. Good public relations rests upon the 
doctors’ sincere desire to enter into com- 
munity activities and thus the reason for 
devoting a special section in our manual 
to public service projects. 

We should examine our communities 
with the same regard for careful diag- 
nosis as radiologists were once accused of 
doing. 

Public service projects such as_ school 
health, disease detection drives, immuni- 
zation programs, safety campaigns and 
many others are discussed in this manual. 

CITIZENSHIP PROJECTS 

Closely related to the county society’s 
interests in the field of public service are 
its interests in activities which more logi- 
cally come under the title of citizenship 
and have been so listed in the manual. 

The value of citizenship activities can- 
not be underestimated in the gauging of 
public esteem for the medical profession. 

Projects promoting church and school, 
getting out the vote, holding public office 
and other civic interests are as much the 
responsibility of the doctor as of other 
good citizens. In this respect, we have 
outlined some of the programs in which 
doctors should participate. This chapter 
is entitled citizenship activities. Discussed 
under this title are such subjects as the 
doctor’s responsibility as a leading citizen, 
participation in service clubs, chambers of 
commerce, good government campaigns 
and an interest in legislative matters. 

All of these activities reflect favorably 
upon you, the physician, and all organized 
medicine. Participation in local citizen- 











ship campaigns can be most instrumental 
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zenship projects are expanded upon. 
I think we can safely say that the 


in revealing the doctor favorably in the 
“public eye”. 
SUPPLEMENTARY PROJECTS 

The last and final section is devoted to 
a discussion of many “supplementary 
projects” to the basic eight I have just 
explained. This is a vital section and if 
your society has already made a going 
enterprise of the “basic eight” plan, this 
portion of the manual can stimulate and 
reinforce your activities with its many 
ideas, and suggestions for extending these 
services to the community. 

To supplement your emergency call sys- 
tem you may wish to tie in such educa- 
tional campaigns as: The need for select- 
ing a family physician before an emer- 
gency arises—or publicizing its very exis- 
tence through welcome wagon pamphlets. 
To strengthen your mediation committee 
project you may wish to conduct an edu- 
cation campaign, both to the profession 
and the public, on medical audits, tissue 
committees, medical ethics, and others. 

To improve your press relations pro- 
gram we suggest such subjects as health 
columns, feature articles, medical supple- 
ments, and medical society advertising— 
for your consideration. 

Speakers bureaus can be augmented by 
health forums, health fairs and exhibits, 
literature distribution, and radio and tele- 
vision programs. 

To make your indoctrination program 
more effective, you may wish to develop 
a lecture series on medical student indoc- 


trination, or to encourage your medical 
assistants to organize an in-service PR 
training program. How your woman’s 


auxiliary may fit into your PR plans also 
is discussed. 

There are many supplementary projects 
discussed which may be incorporated into 
your programs for providing medical care 
to all: Indigent care check list, handling 
heart-throb appeals, promotion of volun- 
tary health insurance, elimination of in- 
surance abuses, discussion of fees, average 
and usual fees, collection agencies and 
medical credit bureaus. 

In like manner, public service and citi- 


“County Medical Public Relations Manual” 
is the most comprehensive, the most com- 
plete manual of its kind ever to be pub- 
lished. 

If placed in the hands of the public 
relations chairman and really used, it can 
do wonders to improve our services to the 
American people. 

It can be just as effective as you make 
it. As PR disciples, if you preach the PR 
gospel as presented in this manual, I will 
prophesy a revival within each and every 
county medical society in the United States. 
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X-RAY IRRADIATION OF THE 
NASOPHARYNX FOR HYPERPLASIA 
OF LYMPHOID TISSUE * 


M. RAGAN GREEN, M.D. + 
BRUCE W. EVERIST, M. D. ¢ 
O. WHARTON BROWN, M.D. ¢ 
HAROLD H. HARMS, M.D. § 


RUSTON 

For the past thirty years irradiation of 
the nasopharynx for hyperplasia of the 
lymphoid tissue has been reported to be 
of considerable benefit. During the first 
twenty of these years, radium and radon 
applicators were almost exclusively used. 
During the past ten to fifteen years there 
has been a tendency for therapists to use 
external irradiation. Our report deals 
with this latter method. 

Our methodology has evolved from care- 
ful consideration of the anatomy of the 
nasopharynx. The nasopharynx, as _ the 
genesis of the respiratory system, has on 
its ventral walls the two posterior nares. 
The vomer of the nasal septum is located 
between them. The floor of the naso- 
pharynx is the upper surface of the soft 


* Presented at the Seventy-fourth Annual Meet- 
ing of the Louisiana State Medical Society, New 
Orleans, May 21, 1954. 

+ Department of Radiology, Green Clinic, Rus- 
ton, Louisiana. 

¢ Department of Pediatrics, Green Clinic, Rus- 
ton, Louisiana. 

§ EENT Department, Green Clinic, Ruston, Lou- 
isiana, 
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palate. Above and behind, bilaterally, on 
the lateral wall of the nasopharynx is lo- 
cated the pharyngeal recess or the fossa 
of Rosenmuller. Inferior and anterior on 
the lateral walls are found the orifices of 
the eustachian tubes with their elevated 
boundaries. There is, normally, lymphatic 
tissue in the roof and posterior wall of 
the nasopharynx, and, when tufted to be- 
come a distinguishable mass, it is termed 
an adenoid. At rest, the nasopharynx is 
open, and there is a clear space present. 
Lymphoid hyperplasia is the most com- 
mon pathology causing an obstruction of 
the nasopharynx. In adults, the openings 
of the eustachian tubes are approximately 
4.3 em. apart, and the length of the eusta- 
chian tubes about 3.5 cm. The size of the 
tube increases as it reaches the opening 
into the pharynx. The ostia, in adults, 
are vertical and slit-like, whereas in chil- 
dren the ostia may be much more rounded. 
The opening into the nasopharynx is sur- 
rounded by a prominent bulge which is 
composed of cartilage covered by mucous 
membrane. The tufts of adenoidal tissue 
lie on the roof and posterior portion of 
the nasopharynx and may extend down to 
obstruct the opening of the eustachian 
tubes. The lateral and posterior walls of 
the nasopharynx have scattered bands of 
lymphoid tissue, and under usual circum- 
stances, there is no lymphoid tissue in the 
eustachian tube, or immediately surround- 
ing its opening. Repeated acute or chronic 
infections may result in lymphoid hyper- 
plasia with extension into the eustachian 
tube, and, rarely even into the middle ear. 
Such a space, devoid of drainage, will in- 
evitably remain infected. By ordinary 
means it is impossible to determine the 
presence, or absence, of lymphoid infil- 
tration in the wall of the tube, but it 
may very well be suspected on clinical 
grounds. This report, then, deals with 
external irradiation of this area in an 
effort to institute adequate drainage. In 
time, it covers a period of five and one- 
half years. All of the patients irradiated 
were seen by at least two of us. In gen- 
eral, our indications for irradiation have 
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been those children who have had repeated 
upper respiratory infections with repeated, 
severe and protracted middle ear infec- 
tions, recurrent or chronic sinusitis and 
a few children with a more serious sino- 
bronchitis when both upper and lower 
respiratory tracts were involved. By clini- 
cal evaluation it was agreed that small, 
strategically placed lymphoid masses could 
best bé treated with x-ray therapy alone. 
In those with larger masses, particularly 
with excessive central adenoidal tissue, an 
adenoidectomy was first performed, fol- 
lowed by x-ray therapy in one month to 
six weeks following surgery in selected 
cases. We have purposely avoided in this 
report data relative to the bacteriological 
agents involved, the associated allergic 
diatheses, nor do we wish to confuse the 
issue by our own irregular data on audio- 
metric examinations. Our only concern in 
this preliminary report is the maintenance 
of normal drainage of the nasopharynx. 
Our technique is as follows: 200 KVP, 
14 cu. and 1 al filter, 50 cm. distance, 
15 MA; this gives a half value layer of 
1 mm of copper. Our portals have varied 
from 5 cm. round to 5 by 8 em. rectangu- 
lar, with the vast majority using 5 cm. 
round. All of these have been given by 
one of us (M.R.G.) with careful duplica- 
tion of ports, and the patients have been 
treated twice weekly, alternating sides, 
giving each side 2 treatments. The amount 
given has varied from 75 roentgens in air 
at each treatment to as much as 250 roent- 
gens in air at each treatment; thus, each 
side has received from 150 roentgens in 
air to 500 roentgens in air. The location 
of the port is shown on Figure 1. The 
ages treated have varied from 9 months 
to 12 years with the majority falling in 
the 2 to 4 year age group. Since there is 
no pain we have had no difficulty re- 
straining even our youngest patients. No 
anesthesia is ever required. The rays are 
so directed that the lymphoid area of the 
nasopharynx is included in the fields. Ab- 
normally placed areas of lymphoid tissue 
in the eustachian tubes are equally af- 
fected. By adequately centering the ports 
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Figure 1 


we feel that standardization of treatment 
is certain. Critics of external irradiation 
have suggested that the procedure is too 
dangerous for a benign condition. We 
would take issue with both the supposition 
that the procedure, in good hands, is dan- 
gerous, and that the condition is benign. 
Certainly the condition is not wholly be- 
nign when hearing loss, facial distortion 
from mouth breathing and chronic infec- 
tion that affects growth and development 
obtain. The proponents of irradiation 
have all suggested caution against skin 
damage and permanent injury to ossifica- 
tion centers. With the dosage schedule 
that we have used there is no skin injury, 
no soft tissue damage and certainly the 
amount of irradiation that is delivered to 
the midline is much less than would be 
necessary to cause any injury to epiphyseal 
centers. One critic has stated that ex- 
ternal irradiation frequently causes mouth 
dryness; this we have not seen. Such 
symptoms would come from using too 
large a portal, allowing the salivary glands 
to be treated. This is unnecessary with 
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proper irradiation to the eustachian tubes 
and nasopharynx. The only disadvantage 
to roentgen therapy that we have noted 
has been an occasional, temporary edema 
of lymphoid tissue which may block the 
eustachian tubes with short-lived discom- 
fort in the middle ear. 

Since re-institution of normal drainage 
was the prime aim in the treatment of 
these children, we felt that subjective 
data would be adequate to express our re- 
sults, and that objective data would be 
adequate to express our confidence in the 
safety of this procedure. Each patient was 
examined by one of us six weeks after 
the last treatment and varying intervals 
thereafter. There have been no cases in 
which we have felt there was any serious 
untoward reaction. 


For our subjective data a questionnaire 
was sent to the parents of the 360 children 
treated. We have compiled the data on 
the first 165 reports received. Upon ini- 
tial evaluation this method of acquiring 
data for the purpose of determining the 
efficacy of any therapeutic procedure 
would seem totally inadequate. However, 
the completely one-sided response seemed 
to compensate for the inherent deficiencies 
in parental observation. Thus, the data 
is shown in Table 1. The first question 
is, of course, difficult for parents to deter- 
mine. Even so, we have found close cor- 
relation with their observations and the 
audiometric studies that we have done. 
Of the 97 answering this question, 55 had 
been aware of some hearing loss, and, of 
these, 42 reported improvement following 
x-ray therapy. The third question was a 
request for objective parental observation 
for obvious nasopharyngeal obstruction. 
These signs or symptoms had been noted 
by 105 parents. Of these, 77 stated that 
the symptoms had either disappeared or 
improved following x-ray therapy. The 
fifth question merely asked the parents 
to compare the frequency of upper res- 
piratory infections the year prior to and 
the year following x-ray therapy. There 
were 153 parents who answered this ques- 
tion, and 139, or 90 per cent, felt that the 
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TABLE 1 








Yes No 

1. Had you detected any hearing dif- 

ficulty prior to the x-ray therapy? 55 108 
2. If so, in your opinion has his hear- 

ing improved following x-ray 

therapy? 42 18 
3. Prior to x-ray therapy had you no- 

ticed that your child was mouth 


breathing or snoring? 105 b4 
4. If so, have these symptoms de- 

creased following x-ray therapy? 77 31 
5. Has the frequency of infections in 

the nose, throat, and ears de- 

creased following x-ray therapy 

(compare the year before and the 

year following x-ray therapy)? 139 14 
6. Have your child’s tonsils and 

adenoids subsequently been 

removed? 28 98 





frequency of upper respiratory infections 
was reduced. Recognizing that this means 
of evaluating a particular procedure in 
reducing the frequency of respiratory in- 
fections has many pitfalls, one could hard- 
ly deny this overwhelming response on 
the part of parents as having some real 
meaning. 

In summary, then, we have briefly re- 
ported 165 of our 360 cases of external 
irradiation used solely to improve drain- 
age through the eustachian tubes and 
nasopharynx. We have found no serious, 
untoward reactions in any of our patients, 
during the five and one-half years that 
some of them have been followed. Sub- 
jective data has been reported relative to 
its efficacy. 

REFERENCES 


1. Lederer, Francis L.: Evaluation of irradiation of 
pharyngeal and nasopharyngeal lymphoid tissue, Ann. 
Otol., Rhinol. & Laryngol., 59:102, 1950, 

2. Spain, W. C. and Weymuller, E. A.: Irradiation of 
nasopharynx—Its importance in the treatment of bron 
ehial asthma in children between one and sixteen years 
of age, Ann. Western Med. 3:346, 1949. 

3. Garland, L. H., Hill, H. A., Mottram, M. E., Sisson, 
M. A.: Nasopharyngeal irradiation, J.A.M.A. 146:454, 1954. 

4. Morrison, Wallace: Radium and the lymphoid tissue 
of the nasopharynx and pharynx, Arch. Otolaryngology, 
507300, 1949. 

5. Proctor, D. F., Polvogt, L. M., and Crowe, 8S. J.: 
Irradiation of lymphoid tissue in diseases of upper res 
piratory tract, Bull. Johns Hopkins Hosp. S88:383 (Noev.) 
1948. 

6. Ashbury, H. H.: Radiation therapy of lymphoid 
tissue in nasopharynx and pharynx, Radiology 45:250 
(Sept.) 1044. 

7. Uhlmann, E. M., Rosenblum, P., and Perlman, 8. J.: 
Radiation therapy of tonsils and adenoids, Arch. Pediat. 


(Oct.) 1948. 


65 582 





LEJEUNE—Tumors of the Larynx 


TUMORS OF THE LARYNX * 
FRANCIS E. LEJEUNE, M.D. 
NEW ORLEANS 

The human larynx is not the most im- 
portant organ of our body, nor is it vital 
to our existence; yet it plays an important 
part, not only in facilitating respiration, 
but also, in social contacts in our daily 
lives. 

The average person gives little thought 
to the function of the larynx unless his at- 
tention is directed to it by some mal- 
function. A good pleasing voice is an as- 
set that not only helps win friends but 
also may be of considerable economic 
value. The larynx is heir to various hu- 
man ills, as are other organs of the body. 
One of the most important of these is 
tumors. Both benign and malignant tu- 
mors are found growing not only on the 
vocal cords but also in other localities of 
this structure. Growths on the vocal cords 
make their presence known early in their 
development by producing changes in vo- 
cal function which we describe as hoarse- 
ness. The tumor need not be large to 
produce a mild degree of hoarseness. As 
it increases in size, however, the hoarse- 
ness becomes, as a rule, more pronounced, 
and large growths may also produce dys- 
pnea. 

BENIGN TUMORS 

Although there are numerous types of 
benign tumors, for practical purposes only 
those most frequently encountered will be 
discussed. Probably the two commonest 
tumors seen on the vocal cords are polyps 
and single papillomas. Polyps may be as 
small as the head of a pin or large enough 
to obstruct the laryngeal aperture. The 
small ones are smooth and rounded and 
the large ones may become pedunculated 
and oblong. Frequently, the powerful ad- 
ductor action of the vocal cords will pro- 
duce sufficient trauma to a polyp to give 
it a hemorrhagic appearance. The prob- 
lem presented by polyps of the larynx, as 
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in all benign tumors of the vocal cords, is 
accurate removal of the lesion with as 
little injury to the vocal cords as possible. 
A clear normal voice postoperatively is 
proof of the success of the operation. 

Polyps and papillomas look so much 
alike that they are exceedingly difficult 
to differentiate by mirror laryngoscopy. 
Single papillomas are always small and 
are located on either the superior or con- 
tact surface of one vocal cord. Unlike 
polyps, papillomas have a tendency to re- 
cur. Repeated recurrence of papillomas in 
adults should be viewed with suspicion, as 
they occasionally show a disposition to 
malignant degeneration. 

Multiple papillomas are the most per- 
nicious tumors seen in the larynx of little 
children. They recur repeatedly in spite 
of persistent therapy. They usually de- 
velop in early life and it is generally be- 
lieved that they disappear about the age 
of puberty. During this interval of time 
it is usually necessary to remove these 
multiple papillomas repeatedly in order to 
provide adequate breathing space within 
the larynx. If the papillomas recur too 
rapidly, tracheotomy may be advisable so 
that the larynx may be placed at rest. It 
is not too unusual to see a patient with 
multiple papillomas continue to have these 
growths in adult life. Several years ago 
we reported a case of multiple papillomas 
of the larynx which were discovered in a 
child of 3 years who died at the age of 
21 years after having had 103 operations 
for removal of multiple papillomas from 
the larynx and tracheobronchial tree. It 
has been our observation that multiple 
papillomas of the larynx usually occur in 
underprivileged children. The etiology is 
still obscure and treatment remains un- 
satisfactory. 

Nodules usually develop at the junction 
of the anterior and middle thirds of the 
vocal cords always as a result of vocal 
abuse. They are frequently found in little 
children who shout, yell, and scream ex- 
cessively. Unless they become extremely 
large, it is our opinion that surgical re- 
moval should be delayed until the child 
has reached the age of reason and co- 


315 


operation. Earlier removal will probably 
be followed by recurrence, for as soon as 
the operation is concluded the child will 
resume shouting, yelling and screaming— 
the same conditions which were originally 
responsible for the development of the 
nodules. 

Vocal nodules in adults may well be 
considered as an occupational hazard, for 
they are seen most frequently in individ- 
uals whose occupations demand much use 
of the voice, such as preachers, teachers, 
and singers. In the early stages vocal rest 
will prove beneficial, but if the nodule has 
existed for a long time, surgical removal 
must be advised. 

Contact ulcers, which always occur at 
the vocal process followed by formation 
of granulating tissue, are at times exceed- 
ingly difficult to treat. Simple removal of 
the granulation tissue as a rule is not suf- 
ficient to effect a cure, for too often, the 
granulating tissue rapidly recurs. Vocal 
rest and speech therapy play an important 
part in the successful treatment of these 
ulcers. I have never seen a contact ulcer 
with granulations that has not eventually 
cleared up, although in some cases this 
may take a long time. 

Since the advent of intratracheal anes- 
thesia, a new type of benign tumor is oc- 
casionally encountered. This is a granu- 
loma, always located on the vocal process 
either unilaterally or bilaterally. Invari- 
ably, the hoarseness dates back to a recent 
operation, and careful inquiry will reveal 
that intratracheal anesthesia was _ used. 
We can only theorize on the cause of the 
occurrence of these granulomas, since they 
are seen so infrequently. The mucosa cov- 
ering the vocal process of the arytenoids 
is exceedingly thin, tense and delicate. 
Excessive pressure exerted by an intra- 
tracheal tube for too long a period of time 
may certainly produce trauma followed 
by irritation and granulations. Vigorous 
adduction of the vocal cords during anes- 
thesia could conceivably traumatize the 
vocal processes. Another thought occurs. 
Could an occasional patient be allergic to 
rubber tubes? Sometimes a surgeon will 
find that he is allergic to rubber gloves. 
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These nonspecific granulomas following 
intratracheal anesthesia, unlike granulom- 
as occurring with contact ulcers, usually 
respond favorably to surgical removal. 

Polypoid degeneration of the vocal cords 
is the end result of long standing laryn- 
gitis. The contact surfaces of the vocal 
cords undergo polypoid degeneration, 
which enlarges with time. One or both 
cords may be involved and the polyposis 
begins at the anterior commissure and 
ends abruptly at the vocal process. These 
polypoid flaps bounce in and out with 
respiration and produce a raspy, hoarse 
voice. Frequently, the edge of the vocal 
cord can be seen through the translucent 
polypoid tissue and serves as a guide in 
excision of this tissue. In excision of bi- 
lateral polyposis of the vocal cords the 
virginity of the anterior commissure must 
be respected or anterior synechia of the 
cords will develop. 


MALIGNANT TUMORS 
By far the most serious tumors occur- 
ring on the vocal cords are the malignant 


ones. Statisticians inform us that 4 per 
cent of all malignant tumors occur in the 
larynx, the majority of which develop on 
the vocal cords. If the tumor is excised 
in the early stages, the prognosis is good. 
Although it is regrettable that the larynx, 
or any other part of the body, is suscepti- 
ble to malignant neoplasms, man is indeed 
fortunate, if predestined to have cancer, 
when it develops on one vocal cord. Si- 
multaneously with its occurrence on one 
cord, hoarseness develops and _ persists. 
Early recognition of this warning signal 
and proper treatment offer a great chance 
of obtaining a complete cure. 

Early cancer of the vocal cord does not 
follow any specific pattern. The growth 
May assume various forms, and any un- 
usual appearance of one vocal cord must 
be viewed with carcinoma in mind. 
Eighty-five per cent of carcinomas of the 
larynx will occur on one vocal cord. In 
the early stages these growths are uni- 
lateral, and only by extension and in- 
vasion do they become bilateral. These 
early lesions grow slowly and _ produce 
hoarseness simultaneously with their ap- 
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pearance. At first, the hoarseness is mild 
but persistent, but as the growth increases 
in size, it becomes proportionately worse. 
It is regrettable that this type of lesion 
produces no pain at any time in the early 
stages. For this reason, patients usually 
postpone consulting a competent physi- 
cian. Pain is associated by the laity with 
cancer, and all too frequently examination 
is delayed because of its absence. If pain 
were present, we would undoubtedly see 
these patients much earlier when the 
chances of success are greater. 

These lesions have various appearances. 
They may be sessile with definite limita- 
tion of the growth by the presence of 
normal tissue on all sides or, rarely, they 
may appear as a uniform enlargement of 
the entire vocal cord with accompanying 
hyperemia of the cord. Incidentally, any 
unusual type of lesion occurring on one 
vocal cord should be considered as carci- 
noma until proved otherwise. A unilateral 
granular appearing vocal cord should be 
regarded suspiciously. The last two cases 
of this type that came under our obser- 
vation proved to be nonspecific granu- 
lomas. Carcinoma limited to one vocal 
cord is usually the squamous cell type, 
which is relatively slow growing, and be- 
cause of the paucity of the lymphatic 
supply in this area metastasis does not 
oceur until late. A small growth, limited 
to a portion of one vocal cord, no larger 
than the head of a match, can be success- 
fully extirpated by the oral route with 
the aid of the suspension laryngoscope. 
Unfortunately, only 6 per cent of all car- 
cinomas of the larynx are seen early 
enough to warrant this type of procedure. 
These surface lesions of low grade malig- 
nancy, when completely extirpated, yield 
cures in 94 per cent of cases. This is a 
higher rate of curability than it is possi- 
ble to obtain in cancer involving any 
other internal organ of the body. If a 
greater portion of a vocal cord is invaded 
with a malignant growth and the cord 
still shows normal function, it is possible 
to extirpate the lesion and still save the 
larynx. The laryngofissure operation is 
intended for removal of one vocal cord. 
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t is an ingenious operative procedure in 
vhich, through an external incision, the 
hyroid cartilage is split in the median 
line and the two wings of the cartilage 
ire spread open permitting a direct view 
of its interior. It is comparatively easy to 
‘xtirpate the growth in properly selected 


eases. Such cases offer approximately 85 
per cent cures with some distortion of 
voice. 


If the malignant growth is more exten- 
sive and one vocal cord is fixed, indicating 
posterior infiltration, or if there is sub- 
glottic extension, conservative measures 
will not give the desired results. Com- 
plete removal of the entire larynx offers 
hope of permanent cure, provided meta- 
stasis has not occurred. Laryngectomy is 
a radical procedure, but it is the only 
means of combating a relentless foe with 
any degree of success. 

SUMMARY 

Both benign and malignant tumors are 
encountered in the larynx. Probably the 
two commonest benign ones are polyps 
and single papillomas. These lesions look 
so much alike that they are difficult to 
differentiate by mirror laryngoscopy. Mul- 
tiple papillomas are the most pernicious 
tumors seen in the larynx of little chil- 
dren. Despite persistent removal, they 
continue to recur. Vocal nodules are al- 
ways the result of vocal abuse. Vocal rest 
may be all that is necessary in the early 
stages but long standing nodules require 
surgical removal. Contact ulcers occur on 
the vocal process and are accompanied by 
granulating tissue. They eventually clear 
up with vocal rest and speech therapy. 
Granulomas sometimes develop on the vo- 
cal process in patients who have had in- 
tratracheal anesthesia. They usually re- 
spond favorably to surgical removal. 
Polyposis of the vocal cords is the end 
result of chronic laryngitis. Surgical ex- 
cision is indicated. 

The most serious tumors of the vocal 
cords are the malignant ones. Complete 
cure can be obtained in the early ones by 
excision by the oral route with the aid of 
the suspension laryngoscope. Unfortu- 
nately, only 6 per cent of cases are seen 
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early enough to warrant this type of pro- 
cedure. If cancer involves a greater por- 
tion of a vocal cord but the cord still 
shows normal function, the laryngofissure 
operation makes it possible to extirpate 
the lesion and still save the larynx. For 
more extensive growths with fixation of 
one vocal cord or subglottic extension lar- 
yngectomy offers hope of permanent cure, 
provided metastasis has not occurred. 


ray 
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THE ROLE OF STEROIDS 
IN ALLERGY * 
ROY WHITE, JR., M. D. 
NEW ORLEANS 

The role of any new drug in the thera- 
peutic armamentarium of the physician 
is often a difficult one to assess. As valu- 
able and as necessary as the results of 
animal experimentation undoubtedly are, 
the final judgment must inevitably await 
the analysis of data gathered after exten- 
sive clinical application. Often the un- 
bounded enthusiasm which attends the 
discovery of a potential panacea is eventu- 
ally replaced by the cautious acceptance 
of the new medicament, with definite in- 
dications and contraindications. This, I 
feel, has been the story of the steroids. 

Most of us have at times been guilty of 
using ACTH or cortisone when the indica- 
tions were somewhat hazy or perhaps be- 
fore an adequate search for contraindica- 
tions was completed. Then clinical success 
occurred with sufficient frequency to es- 
tablish these bad habits and to _ instill 
within us a false sense of security. I 
should like to review some of the informa- 
tion which has been obtained regarding 
the role of the steroids in allergy and 
perhaps, by this, to maintain an objec- 
tive position which is essential to their 
proper use. 

I have already intimated the importance 
of the study of immunologic mechanisms 
observed in laboratory animals and the 
effect of the steroids on these mechanisms. 
A grasp of certain of these fundamentals 
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is a helpful stepping-stone to clinical ap- 
plication. 

It has been shown by various investiga- 
tors that the steroids are unable to pre- 
vent anaphylaxis in the guinea pig. Mal- 
kiel '' sensitized these animals to horse 
serum. They had been treated with ACTH 
or cortisone before and after sensitization. 
However, when these guinea pigs were 
submitted to the challenging dose of horse 
serum, fatal anaphylaxis occurred. The 
results with passive sensitization were 
similar and this inadequacy could not 
readily be attributed to the dosage em- 
ployed. The results were conclusive. ACTH 
and cortisone did not prevent the forma- 
tion of antibodies in the guinea pig, nor 
did they influence the union of antibody 
with antigen and subsequent anaphylaxis. 
Also, these hormones had no effect on the 
fixation of the antibody to the shock 
organ, which was necessary for the pro- 
duction of anaphylaxis in passively sensi- 
tized animals. 


The role of histamine in allergy has 
been poorly defined. At times it has been 
incriminated as the effector substance re- 


Therefore, its 
becomes one of 


sponsible for anaphylaxis. 
relation to the steroids 
importance. 


It is known that the injection of hista- 
mine can produce shock readily in guinea 
pigs. Landau and his associates® found 
that repeated large doses of ACTH and 
cortisone were ineffective in preventing 
this. 

The naturally sensitive, asthmatic man 
is known to be peculiarly intolerant to 
histamine. Injections of this drug in such 
amounts as are used ordinarily to test the 
gastric secretions have precipitated an 
acute asthmatic paroxysm in such patients. 
Curry and his workers‘ discovered that 
the administration of varying amounts of 
ACTH offered no protection to these in- 
dividuals. However Segal? and his associ- 
ates successfully protected their patients 
by pretreatment with adrenalin, amino- 
phyllin and antihistamines. Apparently 
ACTH and cortisones did not exert an 
antihistaminic effect. 
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The reagin has often been considered 
the special antibody of allergy. It is re- 
sponsible for the wheal and flare whic! 
is characteristic of the positive skin tes‘ 
in sensitive individuals. These are als 
present as circulating antibodies in the 
blood stream and are responsible for the 
passive transfer of sensitivity from the 
atopic to the non-atopic individual. It has 
generally been agreed that ACTH and 
cortisone have no effect on skin reactivity 
in the atopic patient, nor do they have an 
effect on circulating reagins as shown by 
the persistence of positive passive trans- 
fer tests. 


The Arthus phenomenon is closely asso- 
ciated with circulating precipitating anti- 
bodies and the investigation of its altera- 
tion by ACTH and cortisone has been en- 
lightening. 

Bjorneboe, Fischel and Stoerk* used 
intravenous polyvalent Pneumococcus an- 
tigen to immunize rabbits and subsequent- 
ly noted the effect of cortisone and ACTH 
on specific antibody nitrogen and also on 
the histopathology of the spleen. They 
discovered that when the steroids were 
administered before and after sensitiza- 
tion there was an absolute reduction in 
circulating antibody. Prolonged immuni- 
zation in the untreated animals resulted 
in gross splenic enlargement and a dense 
infiltration of plasma cells. In the ani- 
mals treated with ACTH and cortisone 
there was no splenic enlargement and no 
plasma cell infiltration. 


Germuth * and his associates did their 
work on the Arthus phenomenon by in- 
jecting rabbits intradermally with egg al- 
bumin daily for a period of eighteen days. 
Three separate groups of animals were 
used; one of these served as a control. 
Of the other two groups, one was treated 
with ACTH and one with cortisone. The 
control animals all developed a large Ar- 
thus reaction at the injection site by the 
thirteenth day and the level of antibody 
nitrogen in the serum reached 200 gamma 
per cubic centimeter by the eighteenth 
day. The reaction was definitely inhibited 
in the rabbits receiving ACTH with anti- 
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body levels averaging about 50 per cent 
of that of the controls. The skin reactions 
in the cortisone treated group were only 
slight and the levels of antibody nitrogen 
quite low. It was interesting that the in- 
nibitory effect of cortisone was temporary 
and the reaction became increasingly more 
severe as the medication was gradually 
discontinued. 

It is interesting to note at this point 
that, while ACTH and cortisone had no 
effect on the circulating antibodies pro- 
ducing passive sensitization in the guinea 
pig, they definitely lowered the level of 
circulating antibody responsible for the 
Arthus phenomenon in the rabbit. 

Several types of antibodies have been 
described. The complete precipitating and 
agglutinating antibody has been thought 
to be responsible for the Arthus reaction. 
The nonprecipitating antibody has been 
thought to be responsible for the positive 
wheal and flare skin reaction and the 
passive transfer of anaphylaxis in the 
guinea pig. This would suggest the pos- 
sibility that ACTH and cortisone might 
have different effects on different anti- 
bodies. The blocking antibody inhibits 
precipitation or agglutination by the com- 
plete antibody. 

One important action of these hormones 
has not been mentjoned, and that is the 
ability to suppress the inflammatory re- 
sponse. Apparently this is a nonspecific 
effect and is not mediated by an antigen- 
antibody mechanism. The definite quanti- 
tation of how much benefit in disease is 
due to specific and how much to nonspeci- 
fic effects has not been achieved. 

The first clinical consideration is the 
use of the steroids in bronchial asthma. 
Most authors are in agreement as to which 
patients should be selected for this type 
of therapy. Certainly patients who are 
initially seen in status asthmaticus and 
who fail to respond to the usual emergen- 
cy treatment of adrenalin, ephedrine, ami- 
nophyllin, iodides, etc. are candidates for 
this specialized treatment. Also those pa- 
tients who have, in the past, responded 
to hyposensitization and symptomatic 
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therapy and who suddenly develop intrac- 
table asthma should be considered. Final- 
ly, that group of patients in whom the 
search for a specific antigen has not been 
successful and who, because of their dis- 
ease, have been unable to maintain a use- 
ful position in society, may require hor- 
mone treatment. Their rehabilitation may 
rest on a satisfactory response to ACTH 
or cortisone. 

The contraindications to the use of 
these hormones have become quite familiar 
to us as the sphere of their usefulness has 
broadened. These include the presence of 
active tuberculosis, an active peptic ulcer, 
a history of thromboembolic phenomena, 
psychiatric disorders, diabetes and active 
infection. Also the presence of hyper- 
tension or congestive failure may serve 
as deterrants. However, most of these 
contraindications are relative and not ab- 
solute. The final decision must inevitably 
be the urgency of the situation. 

The exact dosage employed has differed 
slightly among clinicians, though most 
seem to favor large initial amounts. Irwin 
et al,* followed a schedule of 75 milligrams 
of cortisone every six hours for twenty- 
four hours; then 50 milligrams every six 
hours until complete suppression of symp- 
toms occurred. Evans and Rackemann ® 
advocated 100 to 300 milligrams of corti- 
sone daily until there was definite im- 
provement. Bickerman and Barach? used 
300 milligrams of cortisone daily for the 
first two days, 200 milligrams daily for 
three additional days, and 100 milligrams 
daily from the sixth to the tenth day. 
Their particular results will be mentioned 
in more detail below. 

The dosage of ACTH also has varied 
within fairly narrow boundaries. Bicker- 
man and Barach”? used _ intermittent 
courses, each consisting of 25 units of 
ACTH intramuscularly every six hours 
for four to five days. They also employed 
Acthar Gel, using 60 units once daily for 
five or six days and with 50 units of 
ACTH added to the first two injections. 
Evans and Rackemann used 80 to 160 
units of ACTH daily until improvement 
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occurred. 

Experience with hydrocortisone has 
shown that the daily dosage averaged 50 
per cent to 60 per cent of that of corti- 
sone. 

Maintenance therapy is most often con- 
ducted with cortisone or hydrocortisone 
because of the obvious advantages of an 
oral preparation over one which must be 
administered parenterally. It is not wise 
to set arbitrarily a specific maintenance 
level as this will necessarily vary with 
individual patients. One method of seek- 
ing this level is to decrease the daily dos- 
age of cortisone by 12.5 milligrams every 
week. When the medication has been re- 
duced to the point where there is a return 
of symptoms, the final maintenance dosage 
should be 12.5 to 25 milligrams above the 
one the patient was taking when symp- 
toms returned. This, too, may vary and 
certainly during periods of stress, such 
as an acute infectious episode, an increase 
may be necessary. 

The findings of Bickerman and Barach 
were particularly interesting and afford 
us an opportunity to compare the relative 
merits of ACTH, cortisone, and hydrocor- 
tisone. They studied 107 patients suffer- 
ing from chronic intractible asthma and 
56 with severe pulmonary emphysema. 
The dosage schedules for ACTH and cor- 
tisone were noted above. Hydrocortisone 
was given in amounts of 50 milligrams 
every six hours for the first two days, 
then 40 milligrams every six hours for 
the next two days, followed by 100 milli- 
grams daily in divided doses for six days. 


The incidence of complete remissions in 
130 courses of ACTH was 43 per cent 
with a partial remission in 39 per cent 
and no improvement in 18 per cent. The 
results were invariably better in those 
with bronchial asthma than in the emphy- 
sema group. Twenty-six per cent of the 
latter experienced a complete remission as 
against 49 per cent of the asthmatics. 
The curation of the remissions averaged 
fourteen to sixteen days. Adverse reac- 
tions were experienced in 15 per cent of 
the 130 courses. 
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One hundred twenty-three courses o 
cortisone were given and again the inci- 
dence of complete remissions was highe) 
in the asthmatics—68 per cent as against 
39 per cent for the patients with emphy- 
sema. The incidence of side effects in this 
group was 29 per cent. 

Fifty courses of hydrocortisone were 
administered and the therapeutic effect; 
were approximately the same as_ with 
ACTH and cortisone. The duration of 
remissions in all three were about equal. 
However, the toxicity was less in the 
third group with adverse effects in only 
8 per cent. This may in part have been 
due to the smaller dosage of hydrocorti- 
sone necessary to achieve the desired ef- 
fect. 

Seventy-two patients of the entire series 
received two or more courses of therapy. 
The incidence of complete remissions fell 
sharply in those receiving ACTH and 
cortisone. However, there was no signifi- 
cant change in the response of those given 
subsequent doses of hydrocortisone. 

Irwin et al® recently summarized their 
data on 23 intractable asthmatics who 
have been on cortisone maintenance thera- 
py for varying periods of time, 6 of the 
group having started in 1951. The main- 
tenance dosage has averaged between 75 
and 100 milligrams of cortisone daily. All 
of these patients have been maintained 
symptom free. All of them have developed 
one or more of the manifestations of hy# 
percorticism. 


Arbesman and Richard! have reported 
on 63 asthmatics who have been followed 
from one week to almost four years. 
Sixty-five per cent of the 63 patients had 
very satisfactory improvement with cor- 
tisone. Twenty-three of these 63 received 
hydrocortisone at different times and 65 
per cent were benefitted. Four of these 
23 had better results from cortisone, while 
7 preferred hydrocortisone. Twelve ob- 
tained equal relief from each. The main- 
tenance dosage of cortisone was between 
50 and 75 milligrams, while that of hydro- 
cortisone was usually between 40 and 60 
milligrams. The percentage of side effects 
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was again higher in the cortisone group— 
32 per cent as against 21.4 per cent. 

Lowell '® and his associates followed 19 
asthmatics for a year or more on mainte- 
nance cortisone therapy. All improved 
with an increase in vital capacity and ex- 
piratory rate. However, 2 of these pa- 
tients later developed increasing asthma 
and were considered failures. It was in- 
teresting to note that the functional im- 
provement was maximal after ten to four- 
teen days of treatment in most instances. 
Their daily maintenance dosage varied 
from 50 to 150 milligrams. 

The complications of ACTH and corti- 
sone therapy are too numerous and diver- 
sified to permit a detailed discussion. Most 
of them may be included under the head- 
ing of hypercorticism and are those with 
which we are most familiar. The reactiva- 
tion of tuberculosis and peptic ulcers and 
the adverse effect on infection should be 
again mentioned. Not as frequent, but no 
less important, is the occasional anaphylac- 
tic reaction to ACTH, particularly when 
this is given intravenously. Osteoporosis 
of the spine with vertebral collapse has 
been reported and, though infrequent, is 
no less distressing when it occurs. 

In summary, certain experimental work 
with ACTH and cortisone has been re- 
viewed. The indications, contraindications, 
and possible complications have been men- 
tioned. Clinically these hormones have 
been shown to exert a definite beneficial 
effect on a large percentage of patients 
in an acute attack of asthma and also on 
those receiving prolonged maintenance 
therapy. Certainly the steroids have a 
definite place in the management of aller- 
gic diseases. As our knowledge of the 
adrenal cortical hormones continues to ex- 
pand, we should have an optimistic view 
of their future in allergy—albeit a guard- 
ed optimism. 
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EXPERIENCES IN THE PSYCHIATRIC 
TREATMENT OF ULCERATIVE 
COLITIS * 

ROBERT G. HEAD, M.D. 

NEW ORLEANS 

Ulcerative colitis is a disease of un- 
known etiology, supposedly an infectious 
process of the colon with ulceration, diar- 
rhea, bleeding, and wasting. The many 
medications and varied treatments used 
in the past and present are evidence also 
of the inadequate status of therapy of 
this dread condition. 

Julian Ruffin, of Duke University! has 
divided ulcerative colitis into three groups 
according to the severity of the symptoms: 
mild, moderately severe to severe, and 
fulminating. His criteria for deciding the 
degree of severity were determined by the 
number of stools per day, presence of con- 
stitutional symptoms and radiological and 
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proctoscopic findings. In his series of 100 
cases recently analyzed 33 were mild, 62 
moderately severe to severe, and 5 ful- 
minating. 

The literature is replete with case re- 
ports of the disease, and most of the 
workers in the field have recognized the 
importance of psychologic factors in the 
genesis and course of the illness. Some 
have regarded the psychological factors 
as consequences of the organic process. 
Even where credence is given to the psy- 
chic factors, there is confusion as to the 
proper management of these factors. 

George Engel,? however, has thoroughly 
discussed the psychological aspects of the 
management of the patient and has em- 
phasized the child-parent relationship: 
that is, the unusual and unnatural depen- 
dence of the patient upon the parent, 
usually the mother. The mothers of these 
patients are often emotionally sick people, 
often close to psychosis or actually psy- 
chotic, and cannot allow the child to grow 
up and become independent. The child 
learns only one technic of adjustment, a 
symbiotic one with the sick mother. The 
common denominator in the onset or ex- 
acerbation of ulcerative colitis patient is 
often any situation which threatens a dis- 
ruption of the relationship with the moth- 
er or any other person with whom the pa- 
tient has developed a similar relationship. 
This threat may be death, illness, or de- 
parture of the mother or mother-figure, 
or growing away attempts of the patient 
such as adolescence, completion of school, 
marriage or pregnancy. 

Lindemann * found bereavement due to 
death or rejection and disillusionment with 
a key figure as the precipitating psycho- 
logical experience in 75 of 87 patients 
with ulcerative colitis. 


Psychotherapy, however, is difficult in 
the face of the acutely disabling illness. 
Classical psychoanalytic technics are usu- 
ally not indicated: the patient is always 
too ill. Supportive types of psychotherapy 
have been reported as having been of some 
benefit. Certainly, whatever psychiatric 
treatment is used must be done in con- 
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junction with the medical 
of the illness. 

I became interested in the problem of 
handling these patients when I was asked 
to see several who had, in addition to 
their ulcerative colitis symptoms, clear 
cut suicidal depressive symptoms. These, 
of course, fit in with the pattern of re- 
sponse to mourning or bereavement and 
an attempt to recapture the actual or 
fancied lost person. I hesitantly treated 
several of them with a course of electric 
shock therapy, as one would treat any pa- 
tient with such a severe depression, and 
have now handled 6 cases jointly with an 
internist and surgeon. 

Their ages range from 22 to 56 years. 
There were 5 females and 1 male. Five 
were classified as severe and one fulmi- 
nating. In all cases the element or reac- 
tion to loss of a loved one was demon- 
strable. The first case was that of a 45 
year old, married white female housewife 
who for several months had 10 to 20 
bloody stools daily, with toxicity, weight 
loss, and malnutrition. In addition, she 
was intensely depressed, was anorexic and 
slept little. She received a course of 8 
electric shock treatments with cessation of 
the diarrhea after the second treatment, 
followed by constipation. The depression 
lifted gradually, and the end result was 
a severely hypochondriacal person with- 
out depression or ulcerative colitis. The 
response of 4 of the others was similar 
and with a better final result. In each of 
these the diarrhea and depression stopped 
quickly. The sixth patient, a 22 year old, 
shy, thin, asthenic schizoid girl with an 
acute onset of fulminating ulcerative co- 
litis after marriage was impossible to 
manage by this technic because of the 
uncooperative family. Her mother, who 
was openly psychotic and had been treated 
3 times in a state hospital, allowed us to 
give the patient only 1 electric shock treat- 
ment, and then refused any more. No 
benefit was seen from this one treatment, 
and the patient subsequently had a total 
colectomy. 


The psychic response of these patients 


management 
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to electric shock therapy was most inter- 
esting. All reacted with much more than 
che usual memory loss: most had a total 
amnesia for the hospitalization. All, when 
originally seen, were hypochondriacal, 
clinging, dependent people. After the first 
treatment they reacted with extreme sus- 
picion and distrust and directed various 
paranoid accusations against the doctor 
who they thought had poisoned them, was 
taking advantage of them while they were 
unconscious, stealing from them, and ren- 
dering them incapable of ever making 
money again. All of these symptoms, in 
this group of patients, subsided over a 
period of weeks following completion of: 
therapy. 

It seemed as if a temporary paranoid 
psychosis had taken the place of the 
symptoms of ulcerative colitis. This course 
is certainly not seen in the ordinary de- 
pressions treated by electric shock thera- 
py. 

Five of these six patients have been 
followed over a period of eighteen months 
to two years and none have relapsed. The 
one who had a colectomy is functioning 
as always before; weak, asthenic, shy, 
schizoid and hypochondriacal. 

CONCLUSIONS 

These results lead me to believe that 
possibly electric shock therapy has a place 
in the management of some cases of ul- 
cerative colitis in conjunction with medi- 
cal, surgical and psychotherapeutic care. 
Perhaps, in acute cases, electric shock 
therapy may shorten the course of the 
illness and may even be of life-saving 
value. Definite conclusions cannot be 
drawn from such a small group, but these 
cases indicate that further investigation 
is warranted and may add to our scanty 
armamentarium against this debilitating 


process. 
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Dr. Kenneth A. Ritter (New Orleans) I find 
it difficult to discuss something about which I 
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know so little. But this is the first time anyone 
has tried to treat ulcerative colitis with electro- 
convulsive therapy so I am sure that my remarks, 
for the time being, anyhow, will remain incon- 
testable. 

That stressful life situations can produce inflam- 
mation and ulceration of the upper G. I. tract 
there is little doubt and there is considerable evi- 
dence in medical literature to substantiate this, 
from the latter 1800’s to the present. The classi- 
cal case of Alexis St. Martin and William Beau- 
mont is firmly fixed in our minds. There is also 
substantial evidence that the lower bowel can be 
affected by highly charged emotional states. There 
are not many physicians who would dispute the 
fact that diarrheas among medical students not 
uncommonly signal an impending examination. 

So, in general, there is wide acceptance that 
emotions can influence function of the G. I. tract. 
When we try to go beyond this, however, to dis- 
cover a constellation of psychological forces pe- 
culiar to all cases of a syndrome like ulcerative 
colitis, we encounter a lot of trouble for it always 
seems to be easier to find mental differences 
among the group than mental similarities. And 
to sift down these traits into a common denomi- 
nator is no simple task. 

Quite recently, as Dr. Head has said, investiga- 
tion showed us that ulcerative colitis might well 
be a depressive equivalent, i.e., might serve as a 
symptom of a morbid depression. The common 
denominator is thought to be the real or fancied 
loss of a person on whom the patient relies greatly. 
I have seen one man recently whose colitis started 
immediately after the death of an older brother, 
from cancer, and who was very concerned that he 
too might have cancer—a not infrequent symptom 
in depressions. 

There was, therefore, a sound basis for trying 
E.C.T., in ulcerative colitis, since we already knew 
that E.C.T., was the treatment of choice in patho- 
logical depression. 

Dr. Head’s work here seems to bear out our sup- 
positions excepting the release of the severe para- 
noid elements following treatment. Paranoid ele- 
ments are not uncommon in depressed people but 
not ordinarily to this extent and this may be why 
these people do not get the “garden variety” of 
depression and get colitis instead. 

My own experience with E.C.T., in treating ul- 
cerative colitis is limited to one case, that of a 
young housewife who also had epilepsy. She was 
almost moribund when I first saw her and there 
was no possibility of anything remotely resembling 
psychotherapy. After the first treatment, her 
fever and pulse rate showed a marked drop to 
normal levels and remained there throughout her 
course. But she continued to have free bleeding 
and because of this and multiple polypi, an iliosto- 
my had to be done. The marked decrease in tox- 
icity no one is able to explain. 
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I think that Dr. Head’s work is provocative and 
stimulating and may well add to our knowledge 
of the psychodynamics and therapy of this baffling 
disorder. 
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DISEASES OF THE FEMALE 
URETHRA AND BLADDER * 
C. M. PASQUIER, JR., M. D. 

E. C. ST. MARTIN, M.D. 

J. H. CAMPBELL, M. D. 
SHREVEPORT 

In this presentation, some of the more 
common disorders of the lower urinary 
tract in the female will be considered. 
This subject was chosen for several rea- 
sons. In the first place, of the urological 
diseases of females encountered in general 
practice, the primary pathology in the 
great majority of cases will prove to be 
in this portion of the urinary tract. Sec- 
ondly, the outstanding symptoms in most 
of these diseases are those of bladder ir- 
ritability and attention is thus focused on 
this organ leading to the common practice 
of making a hasty diagnosis of “cystitis”. 
We caution against this practice and stress 
the importance of complete examination 
of the urinary tract. And finally, we wish 
to emphasize that some one of the condi- 
tions frequently exists in the patient being 
considered for surgical repair of cystocele 
and/or urethrocele and may actually be 
the primary cause of the urinary symp- 
toms and stress incontinence. Recognition 
of this fact and appropriate treatment of 
the associated urological disease may 
eliminate the necessity of doing a repair 
in some cases and in others may prevent 
the persistence of urinary symptoms fol- 
lowing an otherwise entirely satisfactory 
surgical procedure. 

A complete list of the diseases of the 
female urethra and bladder is quite ex- 
tensive and time does not permit even a 
brief discussion of all these conditions. 
The outline followed herein is by no means 
complete; however, it is offered as repre- 
senting the more important and more com- 
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mon diseases of the female urethra and 
bladder. 

URETHRA 
Congenital Diseases: 

1. Stenosis of external meatus: This is 
a common finding and is usually congeni- 
tal in origin. However, occasionally it is 
seen in association with senile vaginitis, 
probably resulting from this condition. 

The chief importance of this disease 
lies in the fact that it may be a factor 
in persistent or recurrent cystitis and 
urethritis. In such cases, correction of the 
stenosis often results in disappearance of 
the cystitis and urethritis which previous- 
ly had resisted all therapy. 

Diagnosis is made by calibration of the 
meatus with urethral sounds. Normally, 
the urethral meatus in the female should 
accommodate a No. 26 F. sound easily. If 
a sound of this size is grasped tightly by 
the meatus, or dilatation to a larger cali- 
ber is impossible, meatotomy should be 
performed. 

2. Diverticulum: In most instances di- 
verticulum of the female urethra is ac- 
quired rather than congenital. For this 
reason, it will be considered later with 
acquired diseases of the urethra. 

Acquired Diseases: 

1. Caruncle. These are polypoid lesions, 
usually attached to the mucous membrane 
of the posterior aspect of the urethral 
meatus. Histologically, these benign tu- 
mors may contain many thin walled blood 
vessels. This may be so marked that the 
lesion has the appearance of a hemangi- 
oma. They may be symptomless, or on 
the other hand, may be exquisitely sensi- 
tive. 

Treatment is excision, either by sharp 
dissection or by means of the electro- 
surgical unit. Regardless of the method 
used, it is important to preserve sufficient 
excised tissue for miscroscopic examina- 
tion, to completely destroy the mucous 
membrane of the base of the tumor, and 
to perform the excision in such a manner 
as to avoid subsequent stricture of the ex- 
ternal meatus. 

2. Prolapse. This is an eversion of the 
urethral mucosa through the meatus. It 
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occurs more often in childhood or ad- 
vanced old age. The chief predisposing 
cause is generally considered to be a weak- 
ness of the urethral wall from various 
causes. Symptoms of frequency and burn- 
ing may occur. Treatment is excision or 
cruciate fulguration. 

3. Urethritis. Acute urethritis in wo- 
men is usually due to gonorrhea and will 
not be considered in this presentation. 
Chronic urethritis in women is extremely 
common. This condition probably consti- 
tutes at least 50 per cent of the cases seen 
in office urological practice. The symp- 
tomatology may be quite diversified. The 
vast majority of patients evidence some 
degree of vesical irritability, i., fre- 
quency, dysuria, urgency, tenesmus and 
nocturia. Hematuria is not uncommon. 
Such symptoms frequently tend to follow 
a pattern of remissions and exacerbations. 
Pain is a common complaint and may be 
localized in the suprapubic region, back, 
or lower extremities. At times, pain simu- 
lating ureteral colic may be complained of. 
Fever, unless a complicating pyelonephritis 
exists, is unusual. Nervousness, and 
edema of the feet, hands and face are 
common complaints in this condition. The 
reason for these latter symptoms is not 
clear. Urinalysis often is negative. How- 
ever, urine culture is usually positive, re- 
vealing some member of the coliform 
group of bacteria as a rule. 

On vaginal examination, some thicken- 
ing, induration, and tenderness along the 
course of the urethra is noted. Endoscopic 
examination of the urethra, particularly 
in the region of the bladder neck, dis- 
closes granulation tissue, cysts, villi, and 
polyps. Varying degrees of cystitis often 
coexist, particularly during acute exacer- 
bations of symptoms. 

Recently, evidence has been offered to 
indicate that some of these cases are due 
to an allergy of the urinary tract. 

The most important therapeutic meas- 
ure is adequate urethral dilatation. This 
is accomplished by weekly treatment, pro- 
gressively increasing the size of the sound 
used each time until a No. 30 F. sound 
can be passed easily. A urethral meato- 
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tomy may be required before this can be 
accomplished. Subsequently, the interval 
between dilatations is gradually prolonged 
and by trial and error the most satisfac- 
tory period between dilatations is estab- 
lished for each individual. Most individ- 
uals who have had this condition will re- 
main comfortable and free of recurrences 
if they are dilated once every four months. 
Some type of silver preparation (argyrol, 
protargol, dilute silver nitrate) is instilled 
into the urethra following dilatation. A 
certain small percentage of patients do not 
respond satisfactorily to the above out- 
lined procedure and may require fulgura- 
tion of the inflammatory tissue in the 
posterior urethra. 

Any coexisting gynecological condition, 
notably chronic inflammatory diseases of 
the cervix, should be treated. A direct 
causal relationship between chronic cer- 
vicitis and chronic urethritis probably 
exists since a communication between the 
lymphatics of the cervix and urethra has 
been established. 

4. Stricture. The most common stric- 
ture in the female urethra is that which 
occurs at the external meatus. This con- 
dition was considered above in the dis- 
cussion of congenital diseases of the fe- 
male urethra. The small caliber, annular 
stricture, such as we see in the male re- 
sulting from gonorrhea, is uncommon in 
the female. When it does occur it is more 
often the result of lymphopathia venereum 
or granuloma inguinale. A diffuse nar- 
rowing of the greater portion of the 
urethra is frequently encountered in uro- 
logical practice, and is almost invariably 
seen in association with chronic urethritis. 
Symptomatology and treatment are the 
same as in urethritis. 

5. Diverticulum: Most of these are ac- 
quired rather than congenital, although 
the possibility of the latter must be ad- 
mitted. They may develop from existing 
paraurethral glands by occlusion of the 
duct or they may form as the result of 
trauma, as during labor, or from infect- 
tion of the paraurethral glands. 

The symptomatology is most frequently 
that of recurrent urethritis and cystitis. 
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At times these diverticula become the site 
of abscess formation. When this occurs, 
vesical irritability is usually severe, ac- 
companied by pain and difficulty in void- 
ing, often culminating in acute urinary 
retention. Constitutional symptoms, chills, 
fever, general malaise, usually are also 
quite prominent in these situations. 

On examination, a tender mass can be 
palpated in the urethrovaginal septum. 
Digital pressure on this mass will often 
produce the appearance of cloudy urine 
or pus at the external urethral meatus. 
Urethroscopic examination will usually 
permit visualization of the mouth of the 
diverticulum on the floor of the urethra. 
Caleuli can occasionally be demonstrated 
within the diverticulum. It is _ usually 
possible to visualize this lesion radio- 
graphically following injection of some 


radio-opaque medium, such as lipiodol, into 
the urethra. 

Treatment: When an abscess is present, 
digital pressure to empty the diverticulum 
accompanied by other conservative meas- 


ures, such as hot sitz baths and antibiotics 
are indicated until the acute inflammatory 
process has subsided. Later, diverticu- 
lectomy should be performed. 

BLADDER 
Congenital Diseases: 

1. Bladder neck contracture: While in 
most cases this condition is probably con- 
genital in origin, a certain number of pa- 
tients undoubtedly develop this disorder 
as a result of chronic, recurring urethritis. 

The smptoms usually are identical to 
those typically seen in urethritis and cys- 
titis, namely, frequency, nocturia, urgency, 
urgency incontinence and varying degrees 
of dysuria. Urinary retention, with or 
without overflow incontinence is rarely 
seen. However, varying amounts of resi- 
dual urine are not uncommon. Here it 
might be stated parenthetically, that we 
recently have established the practice of 
routinely checking for residual urine in 
all females with persistent bladder symp- 
toms or resistant infection and have been 
impressed with the relative frequency of 
this finding. When infection of the urine 
supervenes, recurrent episodes of pyelo- 


PASQUIER AND OTHERS—Diseases of Female Urethra and Bladder 


nephritis develop. This condition should 
always be considered in any child with 
some disturbance in the voiding pattern 
and/or recurrent or resistant urinary in- 
fection. 


The most serious aspect of bladder neck 
contracture is the progressive damage of 
the upper urinary tract as a result of the 
“back pressure effect”. 


Diagnosis is established by endoscopic 
examination, demonstrating the annular 
contracture or “collarette formation” at 
the bladder neck. Varying degrees of 
trabeculation of the bladder wall are usu- 
ally associated and in the more advanced 
cases cellules and diverticula may be 
found. These findings are telltale proof 
of the stress under which the bladder has 
been functioning. A graphic and more 
striking portrait of the ultimate conse- 
quence of bladder neck contracture is af- 
forded by the cystogram showing reflux 
of urine into the upper urinary tract. 
This reflux may not be demonstrated on 
a film made simply after filling the blad- 
der with contrast medium by the gravity 
method but may be evident only on a 
second film made immediately after void- 
ing. The importance of this point has 
been stressed by the authors in a previous 
publication. 


Treatment: Some of the cases of less 
severe contracture can probably be man- 
aged quite satisfactorily by periodic dila- 
tation of the bladder neck with sounds of 
large caliber (30-32 F.). However, when 
it can be demonstrated, as outlined above, 
that the upper urinary tract is being af- 
fected by “back pressure” it would seem 
that surgical correction of the bladder 
neck obstruction is indicated. It is our 
conviction that this is particularly so in 
children. When surgical treatment is de- 
cided upon, resection of the contracted 
bladder neck can be accomplished either 
by the transurethral route or retropubic 
approach. The latter procedure, combined 
with the Bradford Young revision of the 
anterior lip of the bladder neck, gives 
promise of being the most satisfactory 
method of correction. 





PASQUIER AND OTHERS—Diseases of Female Urethra and Bladder 


Acquired Diseases: 

1. Foreign bodies: These may be intro- 
duced from without by trauma, such as 
splinters or fragments of bone. Occasion- 
ally they are the aftermath of a surgical 
procedure; a nonabsorbable suture or a 
gauze sponge, for instance. However, in 
the great majority of cases foreign bodies 
in the bladder are self-introduced. The 
usual history is that some object being 
used for urethral masturbation is acci- 
dentally lost and enters the bladder. 

The symptoms produced by the presence 
of such a foreign body are usually those 
of cystitis. If the object remains in the 
bladder for any length of time it fre- 
quently becomes incrusted with calcium 
salts and may serve as the nucleus for 
the later formation of a bladder calculus. 
The possibility of a foreign body should 
be considered in every case of persistent 
or recurrent cystitis, particularly in fe- 
male children. 

The diagnosis may be established by 
x-ray examination, provided the object is 
radio-opaque or has become calcified. 
Cystoscopy, which should be performed in 
all cases with symptoms of persistent or 
recurrent cystitis will demonstrate foreign 
bodies not evident on x-ray examination. 

Treatment is, of course, removal. This 
may be accomplished cystoscopically if 
the object in question is of such size and 
shape as to permit withdrawal through 
the cystoscope sheath. Otherwise cysto- 
tomy will be necessary. 

2. Calculi: The causes for bladder cal- 
culi are varied. As stated above, they may 
form about a foreign body or they may 
develop in cases with some obstruction at 
the bladder neck or in the urethra. How- 
ever, in females, bladder calculi are most 
frequently seen in the aged, bed-ridden 
patient into whom it has been necessary 
to place an indwelling urethral catheter 
to control urinary incontinence. 

The symptoms produced by stones in 
the bladder are those usually encountered 
in any inflammatory process involving 
this organ, namely, frequency, urgency, 
dysuria, tenesmus and occasionally hema- 
turia. However, in addition, the patient 


327 


with a bladder calculus often complains of 
sudden interruption of the urinary stream 
and frequently has found through experi- 
ence that micturition may be resumed by 
some change in position, such as bending 
forward more acutely. 

Diagnosis is usually established by x-ray 
visualization of calculi in the bladder re- 
gion. Uric acid calculi, which are less 
common than the calcium containing 
stones, will be found only by cystography 
or cystoscopy since they are non-opaque. 
The small, thin-shelled variety that some- 
times forms in the bladders of patients 
wearing an indwelling catheter may oc- 
casionally be dissolved by irrigation with 
an acid solution such as that devised by 
Suby. However, in most cases, removal 
by litholapaxy or open cystotomy will be 
necessary. 

3. Cystitis: Generally speaking, acute 
cystitis is probably the most frequent 
urological diagnosis made in females. This 
is attributable to the fact that in most of 
the common urological diseases some 
symptoms of vesical irritability are usu- 
ally evident. Rarely, however, is acute 
cystitis a disease entity per se. As a gen- 
eral rule, some disease of the urinary 
tract either above or below the bladder 
is the more fundamental problem, the in- 
volvement of the bladder, while producing 
the more outstanding symptoms is of sec- 
ondary importance. Unless this fact is 
appreciated one will often err in making 
the incomplete diagnosis of acute cystitis 
and will fail to make the complete and ac- 
curate diagnosis because the more funda- 
mental pathology in some other portion of 
the urinary tract is overlooked. For this 
reason, the importance of complete uro- 
logical examination in all cases of so- 
called “cystitis” is stressed. 

The symptoms of acute cystitis are well 
known to all, namely, frequency, nocturia, 
urgency, dysuria, suprapubic pain and 
tenesmus. The urine usually shows vari- 
able amounts of pus and red blood cells. 

Logical treatment, as indicated above, 
can be instituted only after establishment 
of complete and accurate diagnosis. The 
procedures necessary for such diagnosis 
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may be time-consuming and not immedi- 
ately applicable or available. The patient 
with acute symptoms of vesical irritabil- 
ity is in urgent need of prompt alleviation 
of her distress and is not likely to be will- 
ing to temporize while a complete uro- 
logical survey is being conducted. The 
usual practice of treating the acute epi- 
sode with chemotherapeutic agents or an- 
tibiotics and some form of bladder seda- 
tive (hyoscyamus, serenium, pyridium or 
urised) is entirely justifiable. Upon sub- 
sidence of the acute symptoms one may 
then proceed with further urological in- 
vestigation. - 

The above statements regarding acute 
cystitis are likewise applicable to chronic 
cystitis. The latter is seldom a primary 
disease and the history of chronic or re- 
current symptoms of cystitis should im- 
mediately alert the physician to the neces- 
sity of performing complete urological 
examination. 

A particular variety of chronic cystitis 
which is unique in certain respects war- 
rants special consideration. This is the 
condition referred to as chronic inter- 
stitial cystitis or “Hunner’s ulcer’. While 
it has been occasionally observed in males, 
it is primarily a disease of females. 

The pathology is essentially that of a 
chronic inflammatory process involving, 
more or less, all of the layers of the blad- 
der wall. The symptoms are those of 
severe vesical irritability, and in addition, 
rather characteristically, suprapubic pain. 
Unless one is aware of this entity and its 
certain peculiarities, the patient, even 
after the usual urological investigative 
procedures, may be dismissed as being 
“neurotic”’. 

The urine usually is sparklingly clear 
and negative on microscopic examination. 
Cystoscopy, unless very carefully per- 
formed and with the express intent of 
searching for this lesion, may be con- 
sidered normal. Pyelograms seldom re- 
veal any suggestion of pathology in the 
upper urinary tract. How then, is the 
diagnosis to be made? 

Cystoscopy, carefully performed as stat- 
ed above, is the only means by which this 
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condition can be recognized. On such ex- 
amination, two outstanding characteristics 
are noted. The bladder capacity is marked- 
ly reduced, often accommodating less than 
100 cc. and in the vertex one observes 
relatively avascular, scarred areas often 
having a radiating or stellate configu- 
ration. The mucosa of the bladder ap- 
parently has lost its distensibility at these 
points and on attempting to fill the blad- 
der, minute, slitlike breaks in the mucosa 
are produced with resulting bleeding from 
these points. It is probably these areas 
which previously were interpreted as ul- 
cerations and led to the designation of 
this condition as Hunner’s ulcer. 

Treatment, by and large, is not entirely 
satisfactory as is evidenced by the number 
of methods which have been advocated. 
However, of the various measures, period- 
ic hydrostatic dilatation to increase the 
bladder capacity combined with the use 
of increasing strengths of silver nitrate 
either instilled into the bladder or applied 
directly to the lesion through the open air 
cystoscope, seems to be the most effective 
in the hands of the majority of those who 
are called upon to treat this distressing 
disease. Other sites of chronic infection, 
particularly in the cervix or adenexae, 
should be sought for and eradicated if 
possible. 

One must remember that permanent 
cure of this condition is unlikely with any 
method of treatment and both patient and 
doctor frequently tend to become discour- 
aged. However, with perseverance a great 
deal can be accomplished. There are cer- 
tainly no more grateful patients than those 
who have been afforded some relief, tem- 
porary though it may be, from the dis- 
tressing symptoms of this disease. 

4. Neoplasms: Carcinoma is the most 
common neoplasm involving the bladder. 
No attempt will be made to discuss this 
disease. The subject is too extensive for 
a brief presentation such as this. How- 
ever, it should be noted that this is an- 
other disease which may pose under the 
guise of “cystitis” and further emphasizes 
the importance of complete investigation 
of all patients with symptoms referable to 
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the lower urinary tract. 
SUMMARY 

The more common and more important 
diseases of the female urethra and blad- 
der are discussed. The similarity of symp- 
toms produced by these various conditions 
is indicated and the necessity of complete 
urological examination for accurate diag- 
nosis is emphasized. 
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THE PREVENTION OF MYOCARDIAL 
INFARCTION * 
LUCIOUS L. DAVIDGE, M.D. 
SHREVEPORT 

This paper is a partial analysis of 92 
consecutive cases of myocardial infarction. 
These cases have been reviewed with but 
one idea in mind: Will they reveal any 
significant information which will help 
us prevent the occurrence of this always 
serious, frequently disabling, and often 
fatal condition? 

Much, if not most of our thinking in 
regard to myocardial infarction, has been 
in terms of treatment, and rightly so, but 
to properly fulfill our roles as physicians, 
we should give more thought to a means 
of prevention of this disease. 

Myocardial infarction signifies the ne- 
crosis or death of a part of the heart 
muscle because of an interruption or cur- 
tailment of its blood supply. 

By far the most important cause of the 
condition is atherosclerosis of the coronary 
arteries. Some of the less frequent causes 
are: syphilitic aortitis complicated by 
stenosis or occlusion of the coronary ostia, 
coronary embolism, periarteritis nodosa 
and other even less frequent causes. There 
are also contributing and predisposing 
factors: diabetes, xanthomatosis, myxede- 
ma, polycythemia, age, sex, obesity, occu- 

* Presented at the Seventy-fifth Annual Meet- 
ing of the Louisiana State Medical Society, New 
Orleans, May 4, 1955. 
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pation, race, and heredity. 

The diagnosis of myocardial infarction 
was made in these cases using the follow- 
ing criteria; clinical symptoms, serial elec- 
trocardiograms, evidence of tissue necro- 
sis, and, in some cases postmortem exami- 
nation. These cases have been analyzed 
from the viewpoint of these factors: age, 
sex, occupation, obesity, presence of an- 
gina prior to infarction, the use of to- 
bacco, and the presence or absence of 
hypertension. 

AGE 

The over-all average age was 59.5 years. 
The average age for men was 57.1 years 
and the average age of women was 62.9 
years. The youngest patient was 41 and 
the oldest was 86. Eighty per cent of 
these cases occurred between the ages of 
41 and 70 years. 

SEX 

There were 69 males or 75 per cent, and 

23 females or 25 per cent. 
OCCUPATION 

There is increasing evidence that this 
disease tends to occur more frequently in 
those who are engaged in less physically 
arduous work.! These 92 patients were 
classified into two groups; those who were 
engaged in some sedentary type of work 
and those engaged in nonsedentary types 
of work. Forty-eight patients or 52 per 
cent were sedentary workers and 44 or 
48 per cent were nonsedentary workers. 
This does not appear significant but it 
should give us some thought, especially 
when we analyze the 47 patients who are 
dead. We now find that 28 or 59.8 per 
cent of the sedentary workers are dead 
and only 19 or 40.2 per cent of the non- 
sedentary workers are dead. Of the 45 
patients who are still living, 19 or 42.2 
per cent are sedentary workers and 26 or 
57.8 per cent are nonsedentary workers. 

OBESITY 

There is no direct evidence that obesity 
contributes to the occurrence of myocar- 
dial infarction, but these figures appear 
to be significant in this group of cases: 
Thirty-four patients, or 35.8 per cent, in 
the group weighed over 170 pounds, and 
58 patients, or 64.2 per cent, weighed less 
than 170 pounds. Of the patients who 
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weighed over 170 pounds, 11 or 32.4 per 
cent are alive and 23 or 67.6 per cent 
are dead. Of the patients who weighed 
less than 170 pounds, 34 or 58.6 per cent 
are alive and 24 or 41.4 per cent are dead. 


ANGINA PRIOR TO INFARCTION 

Of the 92 cases, 34 or 36.9 per cent 
had symptoms of angina to some degree 
before the occurrence of myocardial in- 
farction and 58, or 63.1 per cent, had no 
prior anginal symptoms. Fourteen, or 
41.1 per cent, of those with prior angina 
are still living, and 20, or 58.9 per cent, 
with prior angina are dead. Thirty-one, 
or 53.5 per cent, without prior angina are 
living, and 27 cases, or 46.5 per cent, 
without prior angina are dead. 

TOBACCO 

Fifty of these patients smoked cigar- 
ettes, 40 did not smoke and the habits of 
2 were not known. Of those who smoked, 
22, or 44 per cent, were alive and 28 or 
56 per cent were dead. Of the nonsmokers 
20 or 50 per cent were alive and 20 or 
50 per cent were dead. Thus, there ap- 
pears to be no relationship between the 
use of cigarettes and the occurrence or 
mortality of myocardial infarction. 


HYPERTENSION 

Those with blood pressures higher than 
150/90 were classified as being hyper- 
tensive and those with blood pressures be- 
low these figures were classified as nor- 
motensive. Twenty-five patients, or 27.1 
per cent, had hypertension and 67, or 72.9 
per cent, were normotensive. Of those 
with blood pressure higher than 150/90, 
14 or 56 per cent, were alive and 11, or 
44 per cent, were dead. Those with blood 
pressures less than 150/90, 31 or 46.3 per 
cent, were alive and 36 or 53.7 per cent 
were dead. 

There were some other interesting ob- 
servations derived from this study: 

OVERALL MORTALITY 

Of the entire series, 45 patients, or 48.8 
per cent, are living and 47, or 51.2 per 
cent, are dead. The average age of the 
living patients (at time of onset) was 55.4 
years and the average age of the patients 
who died was 62.9 years. 
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TABLE 1 
LENGTH OF TIME OF LIVING PATIENTS 











Time No. of Patients 
2-9 months 6 
1 year 4 
2 years 13 
3 years 4 
4 years 1 
5 years 5 
6 years 5 
7 years 3 
8 years 4 

45 





These 45 patients (Table 1) are living 
at the present time. In the overall pic- 
ture 60 patients, or 66.4 per cent, survived 
their first attack from two months to 
eight years; 15 patients out of these 60 
survivors of first attacks have died of 
second and third attacks. 

MORTALITY OF WOMEN 

Of the 23 women, 10 or 43.2 per cent 
are dead and 13 or 56.8 per cent are still 
living. All of the women who died, died 
of primary collapse within the first week 
following the infarction. Their average 
age was 68 years. The average age of the 
13 women survivors was 59.7 years. 

MORTALITY OF MEN 

Of the 69 men in the series, 37 or 53.6 
per cent are dead, and 32, or 46.4 per 
cent, are alive. Thirty-one of the 37 dead 
men died in the first week following the 
infarction and their average age was 62.8 
years. The average age of the surviving 
men is 54.6 years. 


NUMBER OF ATTACKS 

In the entire series there were 20 pa- 
tients, or 21.7 per cent, who had more 
than one episode of myocardial infarction. 
Of these 20 patients, 14 or 70 per cent, 
died in the second attack. Six survived 
the second attack and are still living. One 
living patient has had 3 episodes. 

There is no doubt that coronary athero- 
sclerosis is the chief cause of myocardial 
infarction. So often when we are around 
the autopsy table and can see the very 
much reduced caliber of the coronary ar- 
teries, we wonder not why the patient 
died, but rather how did he manage to 
live as long as he did. We do not know 
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the cause of atherosclerosis but many 
workers in this field believe, and with 
much good evidence, that it is an acquired 
metabolic disease, and many also believe 
that the faulty metabolism of cholesterol 
is mainly in error, and that it is a reversi- 
ble disease. 

In trying to assess the problem of 
atherosclerosis, Gofman? has made the 
assumption that the average atheroma 
formation is proceeding in the coronary 
vascular bed at a greater rate in the 
frankly diseased group, than it is in the 
so-called normal group. But this average 
rate of atheroma formation is not always 
constant, periodic increases in dietary fat 
raise the lipoprotein serum level and pre- 
sumably increase the rate of atheroma 
formation. Atherosclerosis of the coro- 
nary arteries then is a reflection of the 
present rate of atheroma formation plus 
the accumulated atherosclerosis. 

Simple determination of serum choles- 
terol levels cannot be correlated to the de- 
gree and severity of arteriosclerosis in a 
given individual; however, when choles- 
terol is separated into its fractions it has 
been shown that there is quite a marked 
correlation between the beta lipoprotein 
fractions and the presence and degree of 
atherosclerosis.* 

Just why some individuals will have an 
increase in the beta lipoprotein fraction 
is not known. Aldersberg‘ believes that 
some hormones have a definite effect on 
lipid metabolism, particularly the thyroid 
and female sex hormones and probably the 
hormones of the adrenal cortex. 

Much has been written as to the role of 
obesity in the etiology of atherosclerosis 
but no definite conclusions have been 
reached. Many workers have found that 
in the obese who are dead from any 
cause, there was a greater amount of 
atherosclerosis present than was found in 
control groups of nonobese.°® 

It is a hypothesis that serum lipopro- 
teins represent the source of atheroma 
lipids. Obesity is associated with an in- 
crease in serum lipoproteins and this as- 
sociation may be adequate to account for 
the excessive atherosclerosis found in the 
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obese. When obese patients are restricted 
in calories and dietary fat some of them 
will show a decrease in serum lipoprotein 
levels but this is not a constant finding 
from patient to patient. Many of them 
will not show a decrease in serum lipo- 
proteins. 


Patients with atherosclerosis have been 
treated with female sex hormones and in 
almost every instance the alpha lipopro- 
tein fraction increased and most times the 
beta lipoprotein fraction decreased; how- 
ever, when the estrogen therapy was 
stopped there was a prompt reversal of 
the alpha and beta lipoprotein fractions.® 

Heparin is the only known pharmaco- 
logic agent which will decrease serum 
lipoproteins and when heparin is used the 
beta lipoproteins are strikingly decreased. 
Heparin is a difficult drug to use and 
there have not been enough clinical appli- 
cations to determine its usefulness in pre- 
venting myocardial infarction. 


As practicing physicians, is there any- 


thing we can do for our patients which 
may prevent occurrence of myocardial in- 


farction? Is it possible to institute some 
program which may avoid this complica- 
tion of atherosclerosis? The facts upon 
which we may base such an ambitious 
program are few and meager. 

We do not know the cause of coronary 
atherosclerosis, but we do have some in- 
complete and partial facts which we can 
incorporate into our thinking when we 
are faced with this potential and actual 
disease; 

1. It is an acquired metabolic disease 
and probably the faulty metabolism of 
cholesterol is in error and it is a re- 
versible disease. 

2. The average rate of atheroma for- 
mation is not constant, periodic in- 
creases in dietary fat may increase the 
rate of atheroma formation. 


3. The administration of thyroid ex- 
tract, female sex hormones, and heparin 
may prevent or reverse atheroma for- 
mation in the coronary arteries. 
Experience with the administration of 

these agents has been limited and at the 
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present time their use does not appear 
warranted. 

However, for our patients who are 35 
years old or perhaps younger we should 
outline a long time program for them and 
this program should include the following: 

1. Systematic exercise, especially for 
the individuals who do sedentary work. 

2. Reduction of weight and a low fat 
diet for the obese, and a low fat diet 
for the nonobese. 

3. The administration of thyroid ex- 
tract if the patient is hypothyroid. 

SUMMARY 

Ninety-two consecutive cases of myo- 
cardial infarction have been partially ana- 
lyzed from the viewpoint of age, sex, oc- 
cupation, obesity, presence of angina prior 
to infarction, the use of tobacco and the 
presence of hypertension. The possible 
causes of coronary atherosclerosis have 
been discussed. Based upon our meager 
and inadequate knowledge, a program has 
been suggested which may aid in the pre- 
vention of myocardial infarction. 
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FATAL CASES OF BISMUTH 
INTOXICATION * 
T. L. STERNE, M. D. + 
CHARLES WHITAKER, M.D. + 
C. H. WEBB, M.D.7+ 
SHREVEPORT 

Very few instances of acute bismuth 
poisoning of children, resultant from ther- 
apy, were recorded prior to introduction 
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of the more soluble bismuth preparations 
about 1930. Subsequently, there have been 
numerous case reports of fatal and near 
fatal intoxications in children due to bis- 
muth salts given orally, rectally, intra- 
muscularly, and intravenously. Intoxica- 
tion has resulted also in adults, even from 
such procedures as the instillation of bis- 
muth into the bladder and renal pelvis for 
the purpose of x-ray contrast media.' 

The purpose of this paper is to re- 
emphasize the danger inherent in bismuth 
therapy, to call attention to the acute on- 
set of the toxic manifestations, and to 
stress the questionable value of bismuth 
for treatment of acute gingivostomatitis 
in children. 

Within a two month period 4 children 
with acute gingivostomatitis were ad- 
mitted to hospitals in this city because 
of complications arising from treatment 
with a single injection of a soluble bis- 
muth compound. The name and the amount 
of the preparations given could not be as- 
certained, but in each instance it was 
known to be a soluble bismuth prepara- 
tion. 

Three of these children were admitted 
to the Confederate Memorial Hospital, a 
state institution, and the fourth to a pri- 
vate hospital. The 3 admitted to Confed- 
erate Memorial Hospital each received a 
single intramuscular injection of bismuth 
within thirty-six hours prior to admission; 
the fourth, suspected but not proven to 
be a case of bismuth poisoning, received 
bismuth one week prior to admission to 
another hospital in Shreveport. This case 
is included because it was thought to 
represent a death due to a complication of 
bismuth therapy, although refusal of per- 
mission for autopsy obviated certain proof. 

CASE REPORTS 

Case No. 1. E. J., colored female, age 2 years. 
This child was apparently well until December 24, 
1954, at which time she became lethargic. On the 
next day she was still lethargic and complained 
or her mouth being sore. On December 26, 1954, 
she was seen by the family physician and was 
given an injection for “trench mouth”; the nature 
of the injection was unknown to the parent, but 
was later found to have been bismuth. Several 
hours later the child vomited repeatedly, the urine 
volume decreased and by afternoon she was anuric. 
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Coma supervened by the next morning and the pa- 
tient was brought to Confederate Memorial Hospi- 
tal. She was seen at 10:00 a.m. on December 27, 
1954, in coma, afebrile, and moderately dehydrated. 
The pupils were widely dilated and failed to react 
to light; fundoscopic examination was normal. 
Ulcerative mouth lesions were present. A few 
coarse rhonchi were heard throughout the lung 
fields but no dyspnea was present. The liver was 
palpable 6 cm. below the costal margin. Deep 
tendon reflexes were hypoactive and there was no 
evidence of meningeal irritation. 

No urine was present in the bladder upon ad- 
mission and the anuria persisted until death. Ap- 
proximately 100 cc. of dark colored, benzidine- 
positive material was aspirated from the stomach. 
A complete blood count was within normal limits. 
The spinal fluid pressure, cells, and chemistries 
were normal. The blood sugar level was 80 mg. 
per cent, chlorides 547 mg. per cent and carbon 
dicxide combining power was 28 volumes per cent. 
A roentgenogram of the chest showed a mild bron- 
chopulmonary reaction in both perihilar regions. 
A single blood culture was reported to be negative. 

Supportive measures included blood transfusion, 
intravenous fluids, oxygen, and antibiotics. She 
expired six and a half hours after admission. An 
autopsy was obtained, with findings as given be- 
low. 

Case No. 2 P. R., white female, age 13 months. 
This child, previously in good health, was given 
an injection of bismuth as prophylaxis after ex- 
posure to a sibling diagnosed as having “trench 
mouth”. The injection was given in the early 
afternoon of January 11, 1955, and by that night 
she was irritable, listless, anorexic, anuric, and 
began vomiting. By next day her condition had 
worsened and she was brought to Confederate 
Memorial Hospital. Enroute she convulsed 
was pronounced dead on arrival. 

Autopsy was performed by the coroner and tis- 
sue was sent to this hospital for examination. The 
autopsy report is reported below. 

Case No. 3. G. R., white male, age 28 months. 
This child became ill January 8, 1955, with fever. 
Three days later the diagnosis of “trench mouth” 
was made and an injection was given. On January 
12, 1955, he was seen in the admitting room of 
Confederate Memorial Hospital, asymptomatic ex- 
cept for herpetic stomatitis. An injection of 300,- 
000 units of procaine penicillin was given and he 
was sent home. He was returned on the following 
day because of progressive weakness and lethargy. 
Convulsions occurred enroute to the hospital and 
the child was admitted at 3:00 a.m., January 13, 
1955. He had not urinated for the previous thir- 
teen hours. It was learned at this time that the 
injection which he had received on January 11, 
1955, was a bismuth preparation. 

On admission he was afebrile, very lethargic and 
semicomatose. He was perspiring profusely and 
was having generalized tonic convulsions. The skin 


and 
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was quite pale. His pupils were widely dilated 
and reacted very sluggishly, if at all, to light. The 
sclerae were questionably icteric. Fundoscopic 
examination was normal. Ulcerations of the oral 
mucous membranes were present. The heart rate 
was regular but rapid and the blood pressure was 
98 systolic, 60 diastolic. The liver was palpated 
about 4 centimeters below the costal margin. Deep 
tendon reflexes were hyperactive and positive Ba- 
binski reflex was obtained bilaterally. 


A tentative diagnosis of bismuth intoxication 
was made and therapy was started using BAL, 3 
milligrams per kilogram of body weight every 
four hours. The stomach was lavaged with nor- 
mal saline and a large amount of fresh blood was 
obtained. A blood transfusion and small amounts 
of intravenous fluids were given. Spinal fluid 
examinations and hemogram were normal. Serum 
carbon dioxide combining power was reduced and 
the potassium was elevated slightly. Blood and 
gastric contents were obtained for analysis of bis- 
muth content. No urine was obtained at any time. 
Convulsions increased in frequency until the pa- 
tient expired twelve hours after admission. 

The bismuth determination in the blood was re- 
ported as 0.15 mg. per cent; the gastric contents 
were negative for bismuth. 

An autopsy was obtained, with results as re- 
ported below. 

Case No. 4.* B. L., white female, age 6 years. 
This child became ill November 30, 1954 with fever, 
cough, and “sore mouth”. One or two days later 
two injections were given; it was later reported 
that one of them was a soluble bismuth compound. 
The parents thought that normal urinary fre- 
quency decreased during the following week. She 
was then admitted to a local hospital with the 
diagnosis of herpetic pharyngitis and vomiting. 
Daily urine output was approximately 30 cubic 
centimeters at this time, but by December 14, 1954, 
the output had increased to nearly normal amounts. 
However, by December 20, 1954, the urine output 
had again decreased, edema had increased, and 
the child’s temperature was elevated. She expired 
December 25, 1954, in congestive heart failure. 
Permission for autopsy was refused. While in the 
hospital, urinalyses repeatedly showed low specific 
gravity, 4 plus erythrocytes, 2 plus albumin and 
2 plus hyaline casts. The hemogram was normal 
on admission. Vomitus was positive for blood. 
The blood nonprotein nitrogen measured 263 milli- 
grams per cent and creatinine 9.9 milligrams per 
cent on December 11, 1954. 

Urological consultation was obtained and the 
diagnosis of acute nephritis, type unknown, was 
made December 11, 1954. Supportive therapy in- 
cluded antibiotics, fluids, plasma, blood, 
albumin, and vitamins. 


serum 


* We wish to express our appreciation to Dr. J. 
R. Strain for permission to present this case. 
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AUTOPSY FINDINGS * 

Autopsy findings on cases Nos. 1, 2, and 
3 were similar in all respects as to gross 
.-and miscroscopic findings: 

Kidneys: 

The kidneys were found to bulge on the cut 
surface, pale and with poor demarcation between 
cortex and medulla. Microscopic sections showed 
almost complete necrosis of the proximal con- 
voluted tubules. The necrotic shadows of the cells 
were usually present but the nuclear staining was 
usually very poor or absent. There was some dam- 
age of the distal convoluted tubule but this was 
much less marked. The glomeruli were moder- 
ately congested. There was no demonstration of 
inclusion bodies in the tubules, as had been re- 
ported at times in bismuth poisoning. 

Liver: 

Grossly the liver capsule was smooth. On sec- 
tioning the organ was mottled in appearance with 
light yellow and dark reddish brown areas. Micro- 
scopic examination revealed marked necrosis in- 
volving the periphery and midzone of the lobule. 
In the necrotic zone there was marked rarefication 
due to loss of cells and those cells remaining were 
quite altered, being smaller than usual, the cyto- 
plasm intensely eosinophilic and the nuclei either 
pyknotic or not staining at all. Frequently granu- 
lar debris represented the only traces of cells. 
The cells surrounding the central veins were the 
least damaged, but even these had degenerative 
changes. 

Lymphoid Tissue: 

The spleen and lymphoid tissue showed focal 
areas of necrosis in the germinal centers. 
Brain: 

The brain appeared edematous in case No. 3. 
There were focal areas of devastation necrosis 
judged to be on the basis of anoxia. Such areas 
showed honeycombing and the nerve fibers were 
stained poorly. 

Tissue from Case No. 3 was sent to the state 
analyst for determination of the quantity of bis- 
muth in the tissue. He reported that a qualitative 
test done on a mixture of brain, liver, and kidney 
gave a strongly positive test for bismuth. 

DISCUSSION 

At one time it was generally believed 
that acute gingivostomatitis (“trench- 
mouth”) in children was caused by a 
fusospirochetal organism, alone or in sym- 
biosis. Bismuth therapy was introduced 
on the supposition that it would be ef- 
fective against this organism. The bril- 
liant researches of Dodd and Buddingh * 
proved that this disease results from pri- 





* We are indebted to Dr. W. R. Mathews for the 
pathological reports. 
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mary infection with the herpes virus, 
which is not affected by bismuth or any 
other presently known chemical. The in- 
fection is self-limited and the child is 
benefitted most by attention to hydration 
and nutrition. If secondary infection with 
spirochetal organisms or other bacteria is 
considered important in any instance, 
penicillin or other antibiotic therapy is far 
safer and probably more effective than 
bismuth, which has been incriminated in 
many instances of intoxication and death. 

Boyette* reported a fatal case of sto- 
matitis in a child who had received 10 
mg. of metallic bismuth given as a soluble 
salt. The child had renal failure and died 
with nephrosis after sixteen days. Bar- 
nette® presented 4 fatal cases which had 
received bismuth suppositories as treat- 
ment for stomatitis. Autopsy showed 
renal and hepatic damage. Weinstein ° re- 
ported 11 deaths of children due to bis- 
muth suppositories and 4 additional deaths 
in which the suppositories were suspected 
as the cause of death. 

Others *® have reported cases of ne- 
phrosis and hepatitis from a single injec- 
tion of a soluble bismuth compound, with 
recovery after a period of anuria. Oral 
bismuth preparations have been shown to 
be toxic when bismuth subnitrate was 
changed to subnitrite in the intestine by 
bacterial action. The absorption of the sub- 
nitrite resulted in methemoglobinemia.’’ 

The proximal renal tubules are the most 
severely hit of the body tissues by the 
toxic action of the heavy metal; the liver 
is next in severity of damage. Experi- 
mental work with rabbits (Kroll)*' indi- 
cated that previously damaged kidneys 
were more susceptible to bismuth injury 
than normal kidneys. 

It was reported by one of us (CHW)” 
that there is some renal damage associated 
with acute gingivostomatitis. In the young 
child the disease appears as an acute ill- 
ness, usually with symptoms of general 
toxemia, fever, and dehydration. This de- 
hydration is accentuated by the child’s re- 
fusal to take food and fluids because of 
the sore mouth, resulting in impaired 
renal function. Under these circumstances 
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the rapid absorption of soluble bismuth 
and its filtration through the kidneys in 
a small volume of urine produces a high 
concentration of bismuth in contact with 
the tubular epithelium, enhancing the 
probability of serious renal damage and 
anuria. 

The hepatic damage in our cases was 
most severe and was thought to be an im- 
portant factor in the early death of these 
children. 

BAL was given in case No. 3. Its value 
could not be determined although others 
have reported benefit in cases of bismuth 
poisoning.* It was realized that there was 
a risk in giving it to an anuric patient 
but it was hoped that it might prevent 
further liver damage. 

It is our opinion that soluble bismuth 
preparations have_ ace in the therapy 
of acute stomatitis in children. In view of 
the demonstrated toxicity and the avail- 
ability of newer forms of therapy, its 
value in the treatment of any condition 





must be weighed against the inherent 
danger. 
SUMMARY 
1. Since the introduction of soluble 


bismuth salts there have been numerous 
reports of bismuth intoxication in chil- 
dren. 


2. Case reports of 4 fatalities are pre- 


fo) 
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sented, presumably due to a single injec- 
tion of a soluble bismuth preparation. 
Autopsy findings of 3 are summarized. 

3. Acute gingivostomatitis in children 
is a self-limited febrile disease, caused by 
the herpes simplex virus, for which bis- 
muth is ineffective and highly dangerous. 

4. There is inherent toxicity, especially 
to kidney and liver tissue, from soluble 
bismuth administration which must be 
carefully weighed against its possible ad- 
vantages in the treatment of any condition. 
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TAX DEFERMENT ON RETIREMENT 
FUNDS FOR SELF-EMPLOYED 
PERSONS 


Legislation is needed to provide tax 
deferment on retirement funds for self- 
employed persons and others not covered 
by pension plans. Such legislation is de- 
signed to give these groups of persons the 
same tax advantages now enjoyed by 
corporation employees. For years, the 
principle has had the strong support of 
the American Medical Association. This 
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topic was discussed in these columns pre- 
viously in October 1953. 


At present, two Bills are before Con- 
gress the effect of which would be to 
accomplish just these results. These Bills 
are HR-9 and 10, generally known as the 
Jenkins-Keogh Bills. Hearings have been 
held in the House. Congress adjourned for 
this year before decisive action by either 
house. As the same Congress will sit in 
1956, there is a possibility that action may 
be taken when it reconvenes. It is for this 
reason that the members of the medical 
profession should inform themselves about 
this matter and should be in a position to 
make suitable representations to members 
of Congress concerning the desirability of 
favorable action for these Bills. 

The background of the situation is nec- 
essary in understanding the current status 
of the Jenkins-Keogh Bills. The Social 
Security Act of 1935, and its many amend- 
ments, was primarily a political maneuver 
designed to favor certain classes of wage 
earners and salaried persons, but does not 
fit the economic pattern of life of the 
self-employed citizen. In 1942, a provision 
was written into the law whereby pension 
plans of employers, if approved by the 
Bureau of Internal Revenue, would permit 
the employer’s contributions to the pension 
fund to be considered as a business ex- 
pense. Such contributions then would not 
be considered currently taxable income 
for the employee. More than 26 thousand 
such pension plans have now been ap- 
proved by the Bureau of Internal Revenue, 
and more than 20 million employed tax 
payers are covered. There has been no 
provision made to now for the self-em- 
ployed. 

An objective study of our income tax 
system shows that in this respect the em- 
ployee is being favored and the self- 
employed is being discriminated against. 
An American Bar Association committee, 
known as the Committee on Taxation of 
Earned Income, initiated proposals in 


1947, designed to make possible pensions 
for the self-employed with the tax defer- 
ment provision. This general theme has 
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been endorsed by the American Bar Asso- 
ciation, American Medical Association, 
and the other great national organizations 
of the self-employed in many fields, com- 
prising about a half million persons. The 
legislation sponsored by these groups, 
however, would help 11 million nonprofes- 
sional self-employed, just as effectively as 
it would the professional group. 

In each Congress since 1947, bills whose 
aim was to effect these reforms have been 
introduced. In the presidential campaign 
of 1952, President Eisenhower made a 
campaign pledge stating he would favor 
legislation along these lines. The Chair- 
man of the Platform Committee, at the 
Democratic National Convention, in 1952, 
stated that in his opinion the Democratic 
platform clearly implied approval of the 
principle of the Jenkins-Keogh Bills. In 
his State of the Union message of Febru- 
ary 2, 1953, President Eisenhower said: 
“No less important is the encouragement 
of privately sponsored pension plans.” 
However, in spite of the approval of both 
political parties and the pronouncement 
of the President favoring such legislation, 
no action has been taken. 

The causes for this seem to be as fol- 
lows: Congress takes what the Ways and 
Means Committee gives it and, except 
under conditions of unusual pressure, fol- 
lows the recommendations of this Commit- 
tee. The Committee, except under similar 
circumstances, accepts what the bureau- 
crats of the Treasury Department recom- 
mend, and the latter have chosen to oppose 
this type of legislation. Frank G. Dickin- 
son,* in his statement before the Ways 
and Means Committee, answers the sev- 
eral objections to these bills. The conten- 
tion that the Bills are for rich men is 
without foundation, as the Department of 
Commerce statistics show that the aver- 
age income of the 11 million self-employed 
and the 50 million employed persons are 
about the same. It has also been stated 
that the tax benefit enjoyed by the em- 





*Dickinson, Frank G.: Reappraisal of Social 
Security, J.A.M.A. (March 5) 1955. 
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ployed persons is too small to worry about. 
However, the Chamber of Commerce of 
the United States presents figures to show 
that 130 identical companies contributed 
8 per cent of the payroll to pension and 
profit sharing benefits in 1953. Another 
contention against the Bills is that they 
would create inequalities against employed 
people. The answer to this is that employ- 
ers in the United States contributed 4.9 
billion dollars in 1953 in various private 
pension and welfare plans. A still further 
contention is that legislation of this type 
would result in a 100 million dollar loss in 
revenue to the government. The common 
sense answer to this is that if the 100 
million is being collected by an injustice 
it should be lost and the loss added to 
the 3 to 4 billion being wasted in Europe 
and Asia each year in the foolish gener- 
osity of our “Save the World” plan. 

It is further reported that the Secretary 
of the Treasury and his assistant recently 
told the Ways and Means Committee that 
notwithstanding the administration’s cam- 
paign promises, later reiterated in the 
State of the Union message, the adminis- 
tration could not endorse this type of 
legislation reducing revenue until more 
money is in sight and until the budget is 
balanced. This is the same as if the Trea- 
sury were to say that it is all right to 
waste money in Europe and Asia in deficit 
financing, but it is not all right to allow 
this taxpayer to save himself from being 
discriminated against. 

It seems unfortunately true that the 
average man in Congress votes not so 
much to favor legislation that he regards 
as best, but to favor groups that he fears 
the most. 

Physicians, and other people, have a 
long-time personal interest in securing the 
passage of legislation such as the Jenkins- 
Keogh Bills. They should make it clear 
to the members of Congress that the 11 
million self-employed demand this tax ad- 
justment, and they should be made to feel 
that the political wrath of a half million 
professional persons is threatening. 
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ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 

An informed profession should be a wise one. 


ATTENTION! ALL MEMBERS 
“Dear Dr. Cole: 

I have received Dr. C. E. Boyd’s letter of May 
20, which no doubt was sent by your office. I am 
in general agreement with everything contained 
in the letter. The increase of $15.00 in the So- 
ciety dues should not be objected to by the vast 
majority of the membership. Most of us take 
very little part in the activities of the Society, 
therefore we should not begrudge the additional 
$15.00 to help out those of you who are doing all 
the work.” 

The above letter was received from one of our 
faithful and understanding members, Dr. E. E. 
Lafferty of Bogalusa. It is very gratifying to 
receive a letter like this. It is encouraging to the 
officers and members of our Society, who are, at 
all times, with limited funds, striving to protect, 
not only the members of our profession but the 
honest and unsuspecting citizens of our State 
from the continuing scheming, law and back 
breaking cultists who are illegally practicing 
medicine in Louisiana. These cultists are just as 
guilty of violating the laws of our State as are 
the thieves who break into your homes, in the 
darkness of night, and steal your purse and its 
contents—even more guilty since they have the 
audacity to openly defy our laws in mid daylight 
by practicing their cult, which according to the 
decisions of the State and United States Supreme 
Courts, is the practice of medicine. By doing this, 
they defy and slap in the face, our respective Dis- 
trict Attorneys and other law enforcement offi- 
cers throughout the State. They definitely adver- 
tise in the official Parish newspapers that they 
are practicing chiropractic and they know they 
are illegally practicing medicine without a license 
to do so. Still these violators are permitted to 
continue their crime, unmolested by our duly 
elected district attorneys and other officers, who 
are sworn to support our State and U. S. Con- 
stitutions and to uphold the laws by prosecuting 
all violators or offenders of our statutes. 

The medical profession, although giving to our 
people, including our duly elected state officials, 
the best medical care of any country in the 
world, and protecting them to such a degree that 
life’s expectancy has been prolonged from 32 
years in 1908 to 69 years in 1955, has seemingly 
been classed as the forgotten segment of our pop- 
ulation, so far as any appreciation is shown or 
extended to them for their efforts and services 
to mankind. 

We are badly in need of the support and co- 


operation of our District Attorneys and other 
duly elected officials in our fight to protect our 
citizens against these wholly unqualified individu- 
als (chiropractors) who are illegally practicing 
medicine in Louisiana. 

We should by all means, speak to and strive in 
every possible way to secure the support and co- 
operation of the District Attorneys and other Par- 
ish officials in protecting the public against these 
incompetent and dangerous individuals. Inform 
these officials just what these chiropractors stand 
for, how unqualified by education and experience 
they are, and that they believe every disease, in- 
cluding polio, diphtheria, lockjaw, pneumonia, 
appendicitis, and many other germ diseases are 
caused by displacement of the bones of the 
spine and they claim that they can cure these 
diseases by adjusting the bones making up the 
backbone. Tell them how ridiculous is _ their 
claim. 

Why should the District Attorneys not prose- 
cute these offenders of the law as they do the 
common thief? Of course, the thief, as a rule, 
can’t or does not vote and the chiropractors do. 
This may be the explanation. 

If your District Attorney refuses to cooperate 
with you in helping to uphold the law and pro- 
tect the citizens against these cultists, you should, 
not as members, but as citizens exert every effort 
to elect a man who will honor the oath of his 
office to protect the people by prosecuting, alike, 
all violators of the statutes. 

C. GRENES COLE, M. D. 





STANDING COMMITTEES 
ARRANGEMENTS FOR 1956 MEETING 
H. H. Hardy, Jr. M.D., Chairman, Alexandria. 
BUDGET AND FINANCE 


Wm. E. Barker, Jr., M.D., Chairman, Plaquemine, 1 
year; Emmett L. Irwin, M.D., 3 years; E. L. Leckert, 
M. D., 2 years; both of New Orleans. 


COMMITTEE ON COMMITTEES 

E. L. Leckert, M.D., Chairman; J. Kelly Stone, M. D., 
both of New Orleans; Wm. E. Barker, Jr., M. D., Plaque- 
mine. 

CONGRESSIONAL MATTERS 

Cc. J. Brown, M. D., Chairman; Edgar Hull, M.D., both 
of New Orleans; T. B. Ayo, M. D., Raceland; J. E. Knight- 
on, M. D., Shreveport; Marvin Green, M. D., Ruston; Ar- 
thur D. Long, M. D., Baton Rouge; Thomas H. DeLaureal, 
M.D., Lake Charles, R. E. C. Miller, M. D., Alexandria. 

JOURNAL 

E. L. Leckert, M. D., Chairman, New Orleans, 1 year; 
C. M. Horton, M.D., Vice-Chairman, Franklin, 2 years; 
Sam Hobson, M. D., New Orleans, 3 years; J. E. Knighton, 
M. D., Shreveport, 3 years; Edwin H. Lawson, M. D., New 
Orleans, 1 year. 

MATERNAL WELFARE 


Simon V. Ward, M.D., New Orleans, Chairman. (Per- 
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sonnel of Committee to be recommended by Chairman). 
MEDICAL DEFENSE 

M. D., Chairman, Shreveport, 2 years; 
M.D., New Orleans, 3 years; W. A. 
Houma, 1 year. 


Cc. B. Erickson, 
J. Kelly Stone, 
Ellender, M. D., 


MEDICAL EDUCATION 
Edwin H. Lawson, M.D., Chairman, 1 year; B. J. De- 
Laureal, M. D., 2 years; P. H. Jones, M. D., 2 years; all of 
New Orleans. 
MEDICAL TESTIMONY 
Edmund Connely, M.D., Chairman, New Orleans, 3 
years; H. S. Coon, M. D., Monroe, 1 year; Charles MeVea, 
M. D., Baton Rouge, 1 year; A. N, Sam Houston, M. D., 
New Orleans, 2 years; P. L. MeCreary, M.D., Lake 
Charles, 2 years. 


PUBLIC POLICY AND LEGISLATION 
Cc. E. Boyd, M. D., Chairman, Shreveport; E. L. 
M.D., New Orleans; J. E. Clayton, M. D., 
Kerne, M. D., Thibodaux; H. H. Cutler, M.D., Monroe; 
A. G. Robert, M. D., Baton Rouge; P. L. McCreary, M. D., 
Lake Charles; M. B. Pearce, M.D., Alexandria; Max M., 
Green, M. D., New Orleans; C. Grenes Cole, M. D., 
Orleans; John P. Burton, M. D., Monroe; James Gladney, 
Jr., M. D., Homer; Lester S. Huckabay, M. D., Coushatta; 
Edgar Hull, M.D., New Orleans; Roy A. Kelly, M. D., 
Monroe; Ben O. Morrison, M. D., New Orleans; A. E. Me 
Keithen, M.D., Hodge; Charles B. Odom, M.D., New 
Orleans; Lewis I. Post, M. D., Gretna; S. Milton Richard 
son, M. D., Minden; Harold W. Richmond, M. D., Oakdale; 
Jacob S. Segura, Jr., M.D., Mansfield; B. E. Trichel, 
M. D. Shreveport; Albert J. Ochsner, II, M. D., Alexandria; 
J. Theron Willis, M. D., Alexandria; Filmore P. Bordelon, 
M. D., Marksville; Ford A. Thomas, M. D., Urania. 


Zander, 
Norco; Leo 


New 


SCIENTIFIC WORK 


Cc. Grenes Cole, M. D., New Orleans, Chairman; Sam 
Hobson, M.D., New Orleans; M. D. Hargrove, M. D., 
Shreveport. 

COUNCIL ON MEDICAL SERVICE AND 
PUBLIC RELATIONS 

W. Robyn Hardy, M.D., Chairman; J. Theo Brierre, 
M.D., Vice-Chairman; Dan D. Baker, M.D., all of New 
Orleans; I. W. Gajan, M.D., New Iberia; T. B. Tooke, 


M. D., Shreveport; Henson S. Coon, M.D., Monroe; D. J. 
Fourrier, M.D., Baton Rouge; T. H. DeLaureal, M. D., 
Lake Charles; O. B. Owens, M. D., Alexandria. 


EXECUTIVE COMMITTEE 
Max M. Green, M. D., New Orleans—President. 
Paul D. Abramson, M. D., Shreveport—President-elect. 
George H. Hauser, M.D., New First Vice- 
President. 


Orleans 


H. H. Hardy, Jr., M.D., Alexandria Seeond Vice- 
President. 

J. Theo Brierre, M. D., New Orleans—Third Vice-Presi 
dent. 


Walter Moss, M. D., Lake Charles—Past President. 

W. Robyn Hardy, M. D., New Orleans—Chairman, House 
of Delegates. 

O. B. Owens, M.D., Alexandria 
of Delegates. 

C. Grenes Cole, M. D., New Orleans—Secretary-Treasurer. 

H. Ashton Thomas, M. D., New Orleans—Councilor First 
District. 

J. E. Clayton, M. D., Councilor Second District. 

Guy R. Jones, M. D., Lockport—Councilor Third District. 

Ralph H. Riggs, M. D., Shreveport — Councilor Fourth 
District. 


Vice-Chairman, House 


Norco 


C. Prentice Gray, M. D., Monroe—Councilor Fifth Dis- 
trict. 

Arthur D. Long, M.D., Baton Rouge—Councilor Sixth 
District. 

J. Y. Garber, M. D., Lake Charles Councilor Seventh 
District. 

R. E. C. Miller, M. D., Alexandria — Councilor Eighth 
District. 
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SPECIAL COMMITTEES 
ACCREDITATION OF HOSPITALS 

P. H. Jones, M.D., New Orleans, Chairman; H. H. 

Hardy, M. D., Alexandria; J. W. Cummins, M. D., Monroe. 
ADVISORY TO SELECTIVE SERVICE 

Max M. Hattaway, M. D., New Orleans, Chairman; M. D. 
Hargrove, M.D., Shreveport; H. Ashton Thomas, M. D., 
New Orleans; Guy R. Jones, M. D., Lockport; H. H. Cut- 
ler, M. D., Monroe, Rhett McMahon, M. D., Baton Rouge; 
G. E. Barham, M. D., Lake Charles; M. B. Pearce, M. D., 
Alexandria. 

AID TO INDIGENT MEMERS 

John D. Frazar, M.D., DeRidder, Chairman; C. O. 
Frederick, M. D., Lake Charles; Charles L. Saint, M. D., 
Elizabeth; Thomas Latiolais, M. D., Lafayette; F. A. De- 
Jean, M.D., Baton Rouge; Morgan W. Matthews, M. D., 
Shreveport; Rhodes J. Spedale, M. D., Plaquemine. 

ALCOHOLISM 
M. D., Chairman, New Orleans; M. 8S. 
Freiman, M.D., Pineville; Fritz LaCour, M.D., Lake 
Charles; B. F. Parker, M. D., New Orleans. 

AMERICAN MEDICAL EDUCATION FOUNDATION 

Edgar Hull, M. D., New Orleans, Chairman; Ben Gold 
smith, M.D., Lake Charles; Maxwell E. Lapham, M. D., 
New Orleans; Ralph H. Riggs, M. D., Shreveport; Marvin 
Green, M. D., Ruston. 

BLOOD BANKS 

J. W. Davenport, M.D., New Orleans, Chairman; J. L. 
Beven, M. D., Baton Rouge; J. O. Weilbaecher, Jr., M. D., 
New Orleans. 


Kenneth Ritter, 


CANCER COMMISSION 
Ambrose H. Storck, M.D., New Orleans, Chairman; 
W. R. Mathews, M.D., Shreveport, Vice-Chairman; H. 
Ashton Thomas, M.D., New Orleans, Secretary; Howard 
R. Mahorner, M. D., New Orleans; Felix J. Willey, M. D., 
Monroe; I. Ashton Robins, M.D., Baton Rouge; J. E. 


3arham, M. D., Lake Charles; B. H. Texada, M. D., Alex 
andria; W. A. Ellender, M. D., Houma. 
CHILD HEALTH 
Sims Chapman, M.D., New Orleans, Chairman; Jack 


Strange, M. D., New Orleans; Edwin A. Socola, M. D., New 
Orleans; Eleanor Cook, M. D., Lake Charles; H. H. Hardy, 
Jr., M. D., Alexandria; C. H. Webb, M. D., Shreveport; M. 
C. Wiginton, M. D., Hammond. 
CHRONIC DISEASES 

Homer J. Dupuy, M.D., New Orleans, Chairman; 
Branch J. Aymond, New Orleans; Charles L. Fellows, 
M. D., Maplewood; H. J. Quinn, M.D., Shreveport; J. J. 
Massony, M. D., Westwego. 

DIABETES 

Daniel W. Hayes, M. D., New Orleans, Chairman; A. A, 
Herold, Jr., M. D., Shreveport; Carl Gulotta, M. D., New 
Orleans; David Buttross, Jr., M. D., Lake Charles. 
DOMICILE 
Monroe, Chairman; y 
New Orleans; E. L. Leckert, 
Simmonds, M. D., Alexandria. 

FEDERAL MEDICAL SERVICES 

I. W. Gajan, M. D., New Iberia, Chairman; 
Danna, M. D., New Orleans; W. Robyn Hardy, M. D., New 
Orleans; F. P. Bordelon, M. D., Marksville; A. L. Culpep- 
per, M. D., Alexandria; O, L. Tugwell, M. D., Bastrop. 

GAMMA GLOBULIN AND SALK VACCINE 
P. H. Jones, M.D., New Orleans, Chairman; C. Grenes 


J. Q. Graves, M. D., 
bonnet, Jr., M. D., 
New Orleans; N. T. 


Sidney Char- 


M. D., 


Pascal L. 


Cole, M.D., New Orleans; W. E. Barker, Jr., M.D., 
Plaquemine; Max Miller, M. D., Lake Charles. 
GERIATRICS 
W. L. Kirkpatrick, M.D., Lafayette, Chairman; Leon 


F. Gray, M. D., Shreveport; F. R. Nicholson, M.D., Mar- 
rero, 
HISTORY OF MEDICINE IN LOUISIANA 
Isidore Cohn, M. D., Chairman, A. V. Friederich, M. D., 
Edwin H. Lawson, M.D., all of New Orleans; A. A. 
Herold, M. D., Shreveport; C. M. Horton, M. D., Franklin; 
Max M. Green, M.D., New Orleans, (Pres. LSMS) ex- 
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officio member; C. Grenes Cole, M. D., New Orleans (Sec- 
Treas. LSMS) ex-officio member. 


HOSPITALS 
Felix A. Planche, M. D., New Orleans, Chairman; 8. E. 
Ellender, M. D., Houma; Edmond Mickal, M. D., New Or- 
leans: Webb McGehee, M. D., Baton Rouge; K. B. Jones, 
M.D., Shreveport; S. J. Rozas, M.D., Opelousas; G. W. 
Peek, M. D., Baton Rouge. 


INDUSTRIAL HEALTH 
J. E. Knighton, M. D., Shreveport, Chairman; Joseph 
Sabatier, M. D., Baton Rouge; Carroll F. Gelbke, M. D., 
Gretna; J. Morgan Lyons, M.D., New Orleans; Myron 
Walker, M. D., Baton Rouge. 


LECTURES FOR COLORED PHYSICIANS 
M. L. Michel, Jr., M. D., New Orleans, Chairman; Jared 
Y. Garber, M. D., Lake Charles; W. Robyn Hardy, M. D., 
New Orleans; Luke Marcello, M. D., DeRidder. 


LIAISON WITH LOUISIANA STATE 
NURSES’ ASSOCIATION 
Rodney G, Masterson, M. D., Alexandria, Chairman; E. 
L. Leckert, M. D., New Orleans; John R. Powers, M. D., 
Baton Rouge; R. M. Simonton, M.D., Monroe; Percy 
Phillips, M. D., New Orleans. 
MALPRACTICE INSURANCE RATES 
P. H. Jones, M.D., New Orleans, Chairman; J. Q. 
Graves, M. D., Monroe; W. Robyn Hardy, M.D., New Or 
leans; Charles B. Odom, M. D., New Orleans; Maurice St. 
Martin, M. D., New Orleans. 


MEDIATION 
J. Kelly Stone, M.D., New Orleans, Chairman; M. E. 
Kopfler, M.D., Baton Rouge; Arthur D. Long, M.D., 
Baton Rouge; Morrell W. Miller, M. D., New Orleans. 


MEDICAL AND HOSPITAL SERVICES IN RE 
INSURANCE CONTRACTS 

Oo. B. Owens, M. D., Alexandria, Chairman; Rhett Me 
Mahon, M. D., Baton Rouge; Albert J. Ochsner, II, M. D., 
Alexandria; Jerome J. Romagosa, M. D., Lafayette; Ralph 
M. Hartwell, M.D., P. H. Jones, M.D., C. Grenes Cole, 
M. D., (Sec-Treas. LSMS) and Max M. Green, M. D., (Pres. 
LSMS), all of New Orleans. 


MEDICAL INDIGENCY 

H. H. Hardy, Jr., M.D., Alexandria, Chairman; Paul 
Jackson, M. D., Clinton; B. C. Garrett, M. D., Shreveport; 
Marion LeDoux, M.D., and P. M. Tiller, Jr., M. D., both 
of New Orleans. 

MENTAL HEALTH 

Pr. M.D., New Orleans, Chairman; F. W. 
Brewer, M. D., New Orleans; D. H. Duncan, M. D., Shreve 
port. 

NATIONAL EMERGENCY MEDICAL SERVICE 
(Civil Defense) 


Jones, 


Moss M. Bannerman, M.D., Baton Rouge, Chairman; 
Charles Mosely, M.D., Baton Rouge; Henson S. Coon, 
M.D., Monroe; W. A. Ellender, M.D., Houma; J. A. 


Hendrick, Jr., M. D., Shreveport; C. P. Herrington, M. D., 


Alexandria; F. O. Shute, M. D., Opelousas; Charles B. 
Odom, M.D., New Orleans; 8S. F. Fraser, M.D., Many; 
E. J. Joubert, Jr., M.D., New Orleans; E. P. Breaux, 
M. D., Lafayette. 


NEUROPSYCHIATRIC SERVICE AT 
CHARITY HOSPITALS 
Edmund Connelly, M. D., New Orleans, Chairman; P. H. 
Jones, M.D., New Orleans; E. M. Robards, M.D., Jack 
son; Arthur L. Seale, M. D., Pineville. 


NOMINATIONS 
E. L. Leckert, M.D., New Orleans, Chairman; C. M. 
Horton, M. D., Franklin; Ralph H. Riggs, M. D., Shreve- 
port. 
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PUBLIC HEALTH OF THE STATE OF LOUISIANA 

B. J. DeLaureal, M. D., New Orleans, Chairman; W. P. 
Gardiner, M.D., New Orleans; E. C. Faulk, M.D., 
Rayne; B. E. Spencer, M. D., Sterlington; Reed A. Fon 
tenot, M. D., Ville Platte; Fred Mayer, M. D., Opelousas; 


G. Vasquez, M.D., Lake Charles; James Welch, M. D., 
Alexandria. 
RURAL AND URBAN HEALTH 
J. P. Saunders, M.D., Shreveport, Chairman; E. R. 


Guidry, M. D., New Orleans; Guy R. Jones, M. D., Lock 


port; W. R. Hargrove, M.D., Oakdale; O. B. Owens, 
M.D., Alexandria; M. C. Wiginton, M.D.,. Hammond; 
Cc. T. Yancey, M.D., Monroe; George H. Hauser, M. D., 


New Orleans. 


STATE HOSPITAL POLICIES; 

George Wright, M.D., Monroe, Chairman; W. E. 
Barker, Jr., M. D., Plaquemine; T. A. Kimbrough, M. D., 
Lafayette; P. H. Jones, M. D., Charles B./Odom, M. D., 
Edwin L. Zander, M.D., all of New Orleans; B. E. 
Trichel, M. D., Shreveport. 


WOMAN’S AUXILIARY 

Sam Hobson, M. D., 

M. D., M. W. Miller, 
New Orleans. 


(Advisory Committee) 
Chairman; Jules Myron Davidson, 
M.D., C. Grenes Cole, M. D., all of 


CHAIRMEN OF SCIENTIFIC SECTIONS 
1956 ANNUAL MEETING 
ALLERGY 
Dr. W. H. Browning, Shreveport 
BACTERIOLOGY & PATHOLOGY 
Dr. William 8S. Randall, Baton Rouge 
CHEST 
Dr. Frederick F. Boyce, New Orleans 
DERMATOLOGY 
Barrett Kennedy, New Orleans 
DIABETES 
Dr. John W. Deming, Alexandria 
EAR, NOSE AND THROAT 
br. J. L. Sonnier, Lafayette 
EYE 
Dr. George Haik, New Orleans 
GASTROENTEROLOGY 
Dr. Sidney Mack, Baton Rouge 
GENERAL PRACTICE 
Dr. A. A. Massony, Westwego 
GYNECOLOGY 
Dr. Earl C. Smith, New Orleans 
HEART 
Dr. Joe E. Holoubeck, Shreveport 
MEDICINE 
Dr. Louis A. Monte, New Orleans 
NEUROPSYCHIATRY 
Dr. D. H. Duncan, Shreveport 
OBSTETRICS 
H. Mullins, Baton Rouge 
ORTHOPEDICS 
Dr. Robert M. Rose, New Orleans 
PEDIATRICS 
Dr. John H. Dent, New Orleans 
PUBLIC HEALTH 
Dr. W. J. Sandidge, Shreveport 


Dr. C. 


Dr. J. 


RADIOLOGY 
Dr. Henry M. Duhe, New Orleans 
SURGERY 
Dr. Walter F. Becker, New Orleans 
UROLOGY 
Frederick, Lake Charles 


Dr. C. O, 
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MEDICAL NEWS SECTION 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 
Society Date Place 

Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays 

of every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon 


LSU TO RESUME REFRESHER-TYPE 
COURSES 
The Louisiana State University School of Medi- 
cine in cooperation with the Louisiana State Medi- 
cal Society will resume its one-day refresher-type 
courses in the fall. These courses are designed not 
only to keep the practitioner abreast of new de- 
velopments in various fields of medicine but also 
to review the fundamentals of diagnosis and ther- 
apy of various diseases. This year for the con- 
venience of practicing physicians courses will be 
given not only at the Medical School in New Or- 
leans but also at the Confederate Memorial Medi- 
cal Center in Shreveport and at other centers in 
the state. 
Three courses have been scheduled for the fall 
of 1955, as follows: 
Gastroenterology—New Orleans, Saturday, Sep- 
tember 24 
(Under the direction of Dr. Gordon McHardy) 
Heart Disease—Shreveport, Wednesday, October 


26 
(Under the direction of Dr. Marion D. Har- 
grove) 
Surgical Diagnosis—Shreveport, Wednesday, No- 
vember 16 
(Under the direction of Dr. Paul D. Abram- 
son) 


Programs for each course may be obtained by 
writing Dr. Edgar Hull, Associate Dean. Sugges- 
tiens for the subject matter of future courses will 
be welcome. 

It is hoped that physicians who read this an- 
nouncement will acquaint their colleagues with the 
opportunities offered by these courses which are 
designed to meet the needs of busy practitioners. 





NEW OFFICERS FOR RADIOLOGICAL 
SOCIETY 
In May of 1955, the Radiological Society of Lou- 
isiana held its annual meeting and the following 
officers were elected: 


First Thursday of every month 


President, G. M. Riley, M.D., 1513 Line Ave., 
Shreveport, La.; Vice-President, Manuel Garcia, 
M. D., 820 Maison Blanche Bldg., New Orleans, 
La.; Secretary-Treasurer, W. S. Neal, M.D., 602 
Pere Marquette Bldg., New Orleans, La. 





62ND ANNUAL CONVENTION OF 
MILITARY SURGEONS 

The Association of Military Surgeons of the 
United States will hold its 62nd Annual Convention 
at the Hotel Statler in Washington, D.C. on No- 
vember 7, 8 and 9, 1955. 

The Association is the only international society 
devoted to the military aspects of medicine, den- 
tistry, nursing, veterinary medicine, and allied 
sciences. Noted speakers, appropriate ceremonies 
and a variety of entertainment will make this 
year’s meeting attractive to attending members 
and guests alike. There will be an outstanding 
scientific program devoted to the latest advances 
and trends in the specialty of military medicine. 

For the entertainment of the members and 
guests, a full schedule of events is being arranged. 
As in the past, one of the outstanding features is 
the Honors Night Dinner on November 9 at which 
the Sir Henry Wellcome Medal and Prize, the 
Gorgas Medal, the Stitt Award, the McLester 
Award, the Louis Livingston Seaman Prize, and 
the Founder’s Medal will be presented. 

Further information may be obtained from the 
Association’s Office, Suite 718, New Medical Build- 
ing, 1726 Eye Street, N.W., Washington 6, D. C. 





PAIN IN PEPTIC ULCER 

“It is clear that peptic ulcers are indeed ‘peptic’ 
ulcers, that they arise from the digestive action of 
acid gastric juice, that inflammation (chemical) 
lowers the pain threshold so that the normally in- 
sensitive bowel becomes sensitive, that the pain 
arises in the ulcer itself, that the usual stimulus 
for pain is the acid gastric juice, and that in a 
tender lesion mechanical stimuli such as spasm, 
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peristalsis, touching or pinching may evoke pain.” 
PALMER, W. L.: Editorial, Ameri- 
can Journal of Medicine 18:513 
(April) 1955. 


CARELESS HANDLING MAKES CANDY 
DRUGS DANGEROUS 

Carelessness about reading labels and storing 
medicine out of reach are contributing to an ap- 
parent increase in  preschool-age illnesses and 
deaths from overdoses of candy-flavored medicines. 

The warning against mishandling of potentially 
dangerous drugs was made by the American Medi- 
cal Asociation’s Committee on Toxicology, in a re- 
port in the (May 7) Journal of the A.M.A. 

Committee Secretary ‘Bernard E. Conley said 
that among preschool-age children, the group in 
which accidental poisonings is most frequent, 
“drugs are responsible for 33 per cent of the fatal 
poisonings.” Children’s death rates “from the in- 
gestion of poisons are four times higher in the 
United States than in England, even though over- 
all death rates for both countries are generally 
comparable,” he said. 

Most poisoning accidents are caused by “ignor- 
ance, carelessness” and unsafe storage, the report 
said. Many of these products “that are packaged 
and flavored to look like candy are in reality potent 
drugs, some of which can be dangerous with over- 
doses.” 


KIDNEYS REACT TO CHANGING EMOTIONS 

Three medical researchers have found evidence 
that the kidneys, which help man adapt to his 
physical environment, also may help him to cope 
with the emotional problems of everyday life. 

They reported in the April 23 issue of the 
Journal of the American Medical Association that 
kidney action is affected by anxiety, fear, anger, 
and other reactions to daily difficulties. 

The kidneys maintain a balance of water and 
salts in the body. In some illnesses the kidneys 
“work overtime” to keep the necessary balance. 
Now physicians are learning that the kidneys are 
affected by everyday crises as well as disease 
crises. 

In 400 tests on five persons leading their normal 
lives, it appeared that when they needed “in- 
creased alertness and readiness for action,” the 
kidneys helped them by damming up reservoirs of 
water and mineral salts in the body. When the 
crisis—a job problem, family illness, disapproval 
of colleagues—was over, the kidneys flushed the 
extra water and salts from the body. 

Drs. William W. Schottstaedt, Oklahoma City; 
Harold G. Wolff, New York, and Major William 
J. Grace, now at Fort Knox, Ky., said kidney re- 
action to emotional warnings in daily living is 
similar to that in illness. In a pneumonia patient, 
for instance, the kidneys hold extra salts and 
water in the body during the danger period, and 
flush them out when the crisis is over, and they 
are no longer needed. 
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CITRUS TWICE DAILY IN HYPERTENSION 
A diet restricted in sodium but containing as 
normal a selection of foods as possible, including 
citrus fruits twice daily, has been found effective 
in maintaining clinical improvement in a group of 
patients with hypertension. The studies were con- 
ducted by Dr. Frederick T. Hatch and associates 
at Goldwater Memorial Hospital and the College 
of Physicians and Surgeons, New York. In con- 
trast to the rigid and often impracticable rice diet 
frequently used in hypertension, Dr. Hatch al- 
lowed the patients 1 small orange or % grapefruit 
for breakfast and 1 cup of orange or grapefruit 
juice in the evening, as well as small amounts of 
such foods as lean steak, mushrooms and other 
low-sodium vegetables, blueberries and pineapple. 
(American Journal of Medicine, 17:499, 1954.) 





ASPIRIN AND HORMONE TREATMENT 
SUGGESTED IN RHEUMATIC FEVER 
Early treatment of rheumatic fever with as- 
pirin combined with one of the adrenal or pitui- 
tary hormones was suggested recently (Nov. 4) as 
more effective than either drug alone in suppress- 
ing inflammation of the heart. 

Use of the hormone, however, should be limited 
to as short a period as appears clinically helpful, 
two New York doctors reported to the First In- 
terim Scientific Session of the American Rheuma- 
tism Association, holding a one-day meeting at 
the National Institute of Arthritis and Metabolic 
Diseases. Administration of an adrenal or pitui- 
tary hormone over a long period “may result in 
serious toxicity,” according to Dr. Edward E. 
Fischel of the Bronx Hospital, and Dr. Charles W. 
Frank of the Presbyterian Hospital. 

On the other hand, they said, short-term therapy 
with the hormones cortisone, hydrocortisone or 
ACTH is almost always followed by a flareup of 
rheumatic inflammation. To guard against such 
flareups, they recommended prolonged and uninter- 
rupted use of aspirin. 


DECREASED SALT INTAKE AND 
NON-SMOKING DOES NOT 
REDUCE HYPERTENSION 

Individuals over 40 who had decreased their salt 
intake for ten years and who do not smoke showed 
a higher prevalence of hypertension according to 
a preliminary inquiry among 799 persons as re- 
ported in an article by C. A. D’Alonzo, M.D., of 
the E. I. Du Pont de Nemours & Co., of Wilming- 
ton, Del., published in the November issue of /n- 
dustrial Medicine and Surgery, the official publi- 
cation of the Industrial Medica! Association. 

The study also confirms previous indications 
that there is a greater chance of the children hav- 
ing hypertension when one or both parents have 
it, than when neither parent has it. “It is also 


interesting that this chance seems to be slightly 
greater when the mother has hypertension than 
when the father has it,” Dr. D’Alonzo adds. 
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Making no definite conclusions, Dr. D’Alonzo in 
his article explains the details of the preliminary 
inquiry supporting them by very interesting statis- 
tical tables and urging industry to collect such per- 
sonal data which will enable a more definite study 
of the relation of family history to the develop- 
ment of hypertension. 


STUDY FINDS ATABRINE EFFECTIVE 
IN TAPEWORM 

The antimalarial Atabrine meets the require- 
ments of a drug to treat tapeworm more “ideally 
than preparations customarily used,” according 
to Dr. K. M. Paeckelmann, in an article abstracted 
from the Journal of the American Medical Asso- 
ciation (156:74, Sept. 4, 1954). 

His conclusions are based on a review of the 
literature and his personal observations since 
1944, when Atabrine’s effectiveness against tape- 
worm was first discovered. In 347 of 488 patients 
with Taenia saginata or Taenia solium treated 
with Atabrine, the tapeworm with head was ex- 
pelled. The tapeworm was expelled, although the 
head could not be found, in an additional 46 pa- 
tients, Dr. Paeckelmann states. 

In the procedure followed, he notes that the tape- 
worm was expelled within two to four hours. Sug- 
gesting that administration of Atabrine be made 
through the duodenal tube, he adds that chances 
of successful treatment are by this 
method. 


increased 


DOCTORS NEED HELP TO CURE 
EMOTIONALLY ILL PATIENTS 

One of the biggest problems of today’s physician 
is the diseases resulting from frustration, loneli- 
ness and lack of occupation—diseases he cannot 
cure alone. 

Dr. Robert J. Needles, St. Petersburg, Fla., 
said in a recent (Oct. 9) Journal of the American 
Medical Association that what is most needed for 
persons afflicted with this ‘modern pestilence” is 
“better understanding of life away from physi- 
cians’ offices.” 


4). 
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“The medical profession, with all its progress, 
needs outside help on the problem of the emotional- 
ly ill, displaced, abandoned, chronically unhappy, 
or otherwise handicapped persons,” he said. “Phy- 
sicians can suggest, they can advise, they can 
warn, but they cannot go with these persons into 
the community and lead them into new interests 
and new drives to demonstrate reasons for living.” 


“This is, and must be, the responsibility of 
society,” he said. ‘“‘There is too much wastage of 
human resources in the communities’ own back 


yards...new and stimulating opportunities must 
be furnished from outside the medical profession.” 


EARLY CONSERVATIVE THERAPY CALLED 
BEST METHOD TO ARREST ARTHRITIS 
Early and intensive use of a course of conserva- 

tive treatment is “more likely to achieve a true 

arrest of rheumatoid arthritis than any other 

measure of therapy,” according to Dr. Norman O. 

Rothermich of the Department of Clinical Medi- 

cine, Ohio State University College of Medicine. 
Writing in American Practitioner and Digest of 

Treatment (5:647, 1954), Dr. Rothermich empha- 

sizes that no measures, or drugs, now available 

can cure the disease. In line with a program of 
conservative treatment, he says that “most cases 
are best treated with simple aspirin, and I see no 
advantage to using other more complex salicylate 
combinations which are only more expensive.” 

The author further notes that aspirin, and other 
salicylates, have some beneficial action in “all 
rheumatic diseases over and above their analgesic 
effect.” 


DOCTORS OFFICE AND RESIDENCE 
FOR RENT OR SALE AT RESERVE, 
THIRTY MILES FROM N. O. ALL 
MENT AVAILABLE IF DESIRED. ESTAB- 
LISHED LOCATION SINCE 1933. FAIRVIEW 
3841 OR 7322 ONYX ST., N. O., LA. 


LA. 
EQUIP- 





BOOK REVIEWS 


Practice of Allergy; (Revised by J. Harvey Black, 
M.D.), by Warren T. Vaughan, M.D., 3rd ed., 
St. Louis, Missouri: C. V. Mosby Company, 
1954, 1164 pages. Price $21.00. 

Vaughan’s Practice of Allergy has been one of 
the classics in the field of clinical allergy for 
over fifteen years; this “revised” third edition 
by Dr. Black is most welcome. In the preface to 
this third edition, the author states that “To one 
who works in the field of allergy progress often 
seems woefully slow, but when one begins to 
collect the literature and to note the changes 
wrought by the years, he is astonished at the 


great mass of material and the great number of 
changes that must be noted.” 

It is this reviewer’s opinion that the greatest 
strength of this book lies in the thoroughness of 
the documentation of “the great mass of material 
and the great number of changes that must be 
noted.” The bibliography itself is made up of 
57 full pages of listings, more than doubling that 
in the second edition. For a bibliography of this 
size it is representative and fairly selective. In 
itself, this makes the book invaluable as a refer- 
ence source. 

There are fifteen parts, containing 66 chapters 
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covering all phases of clinical allergy. An excel- 
lent chapter by Dr. James Holman on pulmonary 
function studies has been added. Mr. Owen C. 
Durham has brought up to date the authoritative 
chapters on pollen counts and surveys, and sig- 
nificant changes have been made in the chapter 
on fungus allergy by Dr. J. B. Howell. The book 
contains numerous well chosen illustrations of 
many types. 

The chief and practically only adverse criticism 
is that in some places there is a tendency toward 
listing of facts and material with relating little 
critical evaluation. A certain amount of this 
might be expected in one volume attempting to 
“cover” the complex, and as yet incompletely ex- 
plored, realm of allergy. This, however, detracts 
somewhat from the value of this book at the 
undergraduate level—its greatest value being as 
a ready reference book for the specialist and re- 
searcher, and also for the general practitioner 
who wishes to increase his knowledge of the aller- 
gic phenomena and their treatment. 

J. P. McGovern, M.D. 


The Management of Endocrine Disorders of Men- 
struation and Fertility; by Georgeana Seeger 
Jones, M.D., Springfield, Illinois, Charles C 
Thomas, 1954, Pp 198, Price $5.75. 

It is a book worthy of the library of any phy- 
sician. In reading it, one detects the tremendous 
amount of research involved. In such a brief re- 
view, one cannot do justice to the author’s efforts. 

The book begins with a descriptive study of 
the endocrine organs and their products. There 
is an illuminating chapter on methods of assay in 
normal physiological and pathological manifesta- 
tions of menstruation. 

The chapter on the causes of habitual abortion 
and the management and follow up of tumors of 
the chorion are clearly explained. 

The book is supplemented by a 
ography. 


long bibli- 


ADOLPH JACcoBs, M.D. 


The Care of Your Skin; by Herbert Lawrence, 


M.D., Boston, Mass., Little, Brown and Com- 

pany, 1955, Pp. 95, Price $2.50. 

This book is somewhat inappropriately titled as 
it does not deal with the care of the skin in 
general, but concerns itself rather with acne vul- 
garis. It is designed for young people to read. 
It describes well the pathogenesis and treatment 
of this disturbing disorder. 

It can be recommended by physicians to their 
patients who suffer from acne. 

VINCENT J. DeERBES, M. D. 


The Skin: A Clinicopathologic Treatise; by Ar- 
thur C. Allen. First Edition, St. Louis, Mis- 
souri: C. V. Mosby Company, 1954. 1048 pages, 
495 illus. Price $25.00. 


Book Reviews 


Both dermatologists and pathologists will wel- 
come this first edition of a contribution long 
lacking in medical libraries. It is a colossal vol- 
ume, (1048 pages; weight 25 pounds), whose 
binding paper, format and printing are excellent. 
In addition to a frontispiece in color there are 
495 full page illustrations placed most advantage- 
ously on pages opposite pertinent descriptive ma- 
terial. Clinical photographs in general are good 
but are excelled by numerous photomicrographs 
of both low and high power magnitude. These 
photomicrographs are worth the price of the book 
alone. As an aid to the differential diagnosis of 
similar or related diseases the author has grouped 
several plates of these diseases on the same page 
for ready comparison. 

Whatever regrets dermatologists may have that 
this treatise was not written by one of their 
specialty may be comforted by the capabilities of 
the author whose interest and experience in der- 
mal pathology is well known. The book’s value 
for reference is limited due to the author’s pref- 
erential allotment of space to controversial dis- 
eases rather than common ones. Although readers 
will readily recognize the author’s dogmatic treat- 
ment of some controversial subjects, they will ap- 
preciate his accepted authenticated personal con- 
tributions to such subjects as nevi and melano- 
carcinoma. 

This book no doubt will aid in the delayed 
fraternization between dermatologists and path- 
ologists who should avail themselves of this clas- 
sic text. 

JAMES W. Burks, JR., M. D. 


PUBLICATIONS RECEIVED 

Grune & Stratton, Inc., N. Y.: Cardiology 
Notebook, by Alfred P. Fishman, et al. 

Lange Medical Publications, Los Altos, Calif., 
Handbook of Pediatrics, by Henry K. Silver, 
M.D., C. Henry Kempe, M.D., and Henry B. 
Bruyn, M. D. 

W. B. Saunders Co., Phila.: The Practice of 
Dynamic Psychiatry, by Jules H. Masserman, 
M. D.; A Textbook of Medicine, edited by Rus- 
sell L. Cecil, M.D., and Robert F. Loeb, M.D. 
(9th edit.); Pathology for the Surgeon, by Wil- 
liam Boyd, M.D., (7th edit.); Surgical Forum; 
1954 Clinical Congress of the American College 
of Surgeons, Vol. V; Differential Diagnosis; The 
Interpretation of Clinical Evidence, by A. McGe- 
hee Harvey, M. D., and James Bordley III, M. D.; 
Collected Papers of the Mayo Clinic and the 
Mayo Foundation, 1954. 

Charles C Thomas, Publisher, Springfield, IIl.: 
Denial of Illness; Symbolic and Physiological 
Aspects, by Edwin A. Weinstein, M. D., and Rob- 
ert L. Kahn, Ph.D.; Cough Syncope, by Vincent 
J. Derbes, M.D., and Andrew Kerr, Jr., M. D.; 
Saddle Block Anesthesia, by Ray T. Parmley, 
M. D., edited by John Adriani, M. D. 





